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Toe BRITISH MEDICAL JOURNAL says: 
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and well-known originality 


The first part of the volume deals with gen- 
eral physiology, or the structural, material and 
energetic bases of the body. In the second part 
the mechanisms of movement and sensation ure 
described; a new feature in this edition is the 
introduction of chapters on vision by Dr. Hart- 
ridge, extending to over a hundred pages, in 
which the whole subject is very lucidly put 
before the reader. The third part describes the 
mechanisms of nutrition, including metabolism 


and the phy siology of digestion, the part played 
by the circulating blood and [ymph, respiration, 
renal excretion and = other such = subjects. 
(Publisher's Note.—-Much new material has been 
inserted in the sections dealing with the inter- 
nal secretions and ductless glands, the sense 
organs and the foregoing subjects.) The last 
part of the book is devoted to the subject of 
reproduction, 


Everywhere Professor Starling writes as a man of science interested primarily in the 
mechanics and chemistry of physiology, the concrete rather than the abstract,* the practical 
reactions of the living body rather than the m+taphysical conceptions or interpretations to 


which they may give rise.” 


By Ernest H. Starling, M.D., F.R.S.. F.R.C.P., 


(*Italies ours.) 


Jodrell Professor of Physiology in University College, 


London, England. Octavo, 1315 pages, with 579 illustrations, 10 in colors. Cloth, $7.50, net. 


Philadelphia 
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Ohe Old 


Anatomical Diagnosis 


Based on Pathological Anat- 
omy, rarely early enough to 
prevent serious consequence to 


the patient. 


Functional Diagnosis 


Based on Pathological Physi- 
ology detects early deviations 
from the normal before gross 
structural changes take place, 
permitting treatment while 
there is still time to prevent 
disaster to the patient. 


MONOGRAPHIC MEDICINE 


THE WORK OF DR. LEWELLYS F. BARKER ANO HIS ASSOCIATES 

is the first work in the English lan- 
guage to comprehensively present 
and evaluate the new Biological, 


OhAe New 


CONSISTING OF 


Functional Pathology, By Albion W. 
Hewlett ad Chemical and Physical methods as 

; ; applied to Diagnosis. Thousands of 

Clinical Diagnosis, By Lewellys F. Barker physicians in the United States, 


Differential Diagnosis, By M. Howard Canada and abroad enthusiastically 
endorse it. FUNCTIONAL DIAG- 


Fusse!] 
Prognosis - - - By Henry L OF 


Six Volumes, Price $42.00 net 


To have the help of these newer Diagnostic Methods, use this convenient Order Form 


D. Appleton & Company 
35 West 32d Street, New York 


Please send me, prepaid, the MONO- 
desk index, cloth binding, price $42.00. I 


enclose check for $4.00-and agree to pay the 
balance in monthly instalments of $4.00 un- (‘ity 
(Or charge to my account.) S.M.J. 8-29 


til paid in full. 
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BOOKS 


SHARPE 


Reporting the largest number of per- 
sonal cases of Brain Injuries, over 1,000, 
with the diagnosis and treatment of acute 
and chronic brain injuries in new-born 
babies, children and adults. 

The significance and importance of esti- 
mating accurately the intracranial pres- 
sure and the comparative unimportance of 
fractures of the skull (unless depressed 
fracture of the vault) are emphasized. 

Each patient has been followed from 
injury to present condition and an autopsy 
performed on each one who died. Errors 
of diagnosis and treatment are disclosed 
and fully discussed. 

The technic is described and illustrated 
with drawings, photographs, and moving 


pictures. 
WM. SHARPE 
N. Y. Polyclinic 
700 Pages. 220 Illustrations. $8.00 


DENNETT 


Here is a book on Simplified Infant 
Feeding written to help the general prac- 
titioner to successfully feed his babies as 
they occur in his practice and its useful- 
ness is well known. 

In this second edition eighty illustrative 
cases are given and tell in detail just how 
to feed an infant. 

The book is brought up-to-date and all 
the newer things that have proved useful 
to the author are included, with new mat- 
ter on Dry Milk, Acidosis, Salts of Milk, 
and the Hypertonic Infant. 


ROGER H. DENNETT 


N. Y. Post-Graduate Medical School, N. Y. 


400 Pages. 14 Illustrations. $5.00 


THE LATEST PIERSOL 


Used in almost all American schools as 
the standard text-book of Normal Histol- 
ogy. This conclusively shows its fitness for 
students’ uses, and it is generally recog- 
nized as the highest authority in the Eng- 
lish language. 

It includes an account of the develop- 
ment of the tissues and of the organs, and 
presents descriptions including the salient 
features of the various structures with 
sufficient fullness to impress important 
details without wearying minutie. The 
illustrations are a feature. 


GEORGE A. PIERSOL 


Professor of Anatomy, University of Pennsylvania 


418 Pages. 438 Illustrations. $4.50 


SKILLERN 


A complete work on the Accessory Sin- 
uses of the Nose, now in its Third Edition. 

After treatment of sinuses upon which 
an operation has been performed, new 
treatment on surgical procedures learned 
in the War, the treatment of sinus disease 
in children, the use of the naso-pharyngo- 
scope, the diagnostic needle puncture are 
fully explained, with the dangers and how 
to avoid them. 

In the matter of illustrations successive 
steps are so clearly shown that there can 


be no misunderstanding as to how the work 
is to be done. 


ROSS HALL SKILLERN 


University of Pennsylvania 


414 Pages. 257 Illustrations. 


$6.50 


J. B. LIPPINCOTT COMPANY 
Philadelphia since 1792 
EAST WASHINGTON SQUARE 


LONDON since 1875 
16 John St., Adelphia, W.C.2 


MONTREAL since 1897 
Unity Building 
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if 


subscribers ‘‘without disap- 


O serve our 

T pointing them” is the responsibility we 

accepted when we entered the business 
of making books for the use of physicians. The 
enthusiastic letters of acknowledgement sent us 
by physicians all over the country who have re- 
ceived TICE’S PRACTICE OF MEDICINE at- 
test to the success of our efforts to live up to 


this responsibility. 


TICKS PRACTICE OF MEDICINE is made to 
serve you, not only at the time you purchase it 
but for all your days us a practitioner, as long 
as you can use books. In combination with its 
three services it is a successful application to 
medical book-publishing of the same principles 
of co-operation that have done so much for other 


modern businesses. 


TICE is the Practice of Medicine that can never 
grow out of date. Its provision for interchang- 
ing of pages permitting the insertion of new 
pages in place of the old is an adaptation for 
the doctor’s use of the loose-leaf system in vogue 


*‘Business is the art of serving others without disappointing them’”’ 


Publishers of the new common-sense practice of medicine made for the physician's convenience 


TICE’S PRACTICE of MEDICINE 


With three co-operative services for practitioners 


in every up-to-the-minute business house today. 
We believe that many of the time-saving ideas 
which lighten the burdens of the business man 
should be placed at the service of the profes- 
sional man as well. The doctor’s convenience 
and the saving of his time was the first consid- 
eration in the planning of TICE’S PRACTICE 
OF MEDICINE. 

In addition to issuing new material periodically 
which will keep TICE constantly up to date and 
the publication of a monthly digest containing 
the abstracted current medical literature of the 
world, we are maintaining an information and 
research department for the use of our sub- 
secribers. A subscriber is welcome to ask our 
staff for information on questions in internal 
medicine which may arise in his practice or in 
the course of his consultation of TICEK’S PRAC- 
TICE OF MEDICINE. We maintain a biblio- 
graphic file and a file of abstracted material. 
We will furnish you with a typewritten copy of 
the latest data available for the subject on which 
you request assistance. 


10 VOLUMEs ALW 
Send for complete Ph 
Ptiy, 


W. F. PRIOR COMPANY, Inc. 
22 East 17th Street, New York 


Send me, today, free of charge, your large 
8-page descriptive circular o : 


“TICE’S PRACTICE OF MEDICINE” 


CLIP 
AND MAIL 
TODAY 
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Each lot is tested 


Gentlemen— 


Kindly send me lit- 
erature, quotations 
and samples. 


Address .... 


— 

Chemisty 


HOME OFFICE AND WORKS 
CLIFTON, N. J. 
CABLE ADDRESS: 

“JoKicHi"’, NEW YORK 


THE CLINICAL TEST IS THE 
VITAL TEST 


As applied to OUR Arsphenamine prod- 
ucts, viz.: 


ARSAMINOL 
NEOARSAMINOL 


(1) At our Laboratory; 
(2) By the U.S.P.H.S., Wash., D.C., and 
(3) Clinically—the VITAL test. 


“MAKE ASSURANCE DOUBLY SURE” 
BY USING THE BEST 


If your dealer cannot supply these supe- 
rior products, write us direct. 
tailer’s name will be much appreciated. 


AND 


Sulphoichthyolicum 

Guaranteed Minimum Sulphur Con- 
tent, 94% 

Accepted by the Council on P. & C. 


of the A.M.A. 
Indications: 

Internally (Liquid)—Cutaneous dis- 
eases, gout, scrofula, nephritis, 
gonorrhea, etc. 

Your re- Externally (Ointment)—Erysipelas, 


burns, carbuncles, 


rheumatism, 
peritonitis, etc. 


TAKAMINE BLDG. 
12 DUTCH STREEG 
NEW YORK 


A Book for Which the Profession Has Been Waiting 


today. 


ST. LOUIS 


Exophthalmic Goiter 


and its Nonsurgical Treatment 


By Israel Bram, M.D., Philadelphia, Instruc- 
tor in Clinical Medicine in Jefferson Medical 
College, Philadelphia; Member of the Society 
for the Study of Internal Secretions, etc. 


450 pages, 6x9, printed on light-weight paper, 
with beautiful silk cloth binding. 


Price, $5.50. 


aa Send for a copy of this important new book 
Use attached coupon and mail NOW. 
Special terms of payment can be arranged for. 


C. V. MOSBY COMPANY 


801-809 Metropolitan Building 


U.S. A. 


Send for a Copy of Our Medical Book Catalogue 


N this new work, just from the press, 

there is to be found up-to-date informa- 
tion on the diseases of the thyroid glands 
and their medical treatment. There are 
chapters on Anatomy of the Thyroid; Phys- 
iology of the Thyroid; Pathology of Exoph- 
thalmic Goiter; Pathogenesis of Exophtahl- 
mic Goiter; Symptomatology of Exophthal- 
mic Goiter; Diagnosis and Differential Diag- 
nosis; Case Histories of Nonsurgical Cures; 
Conclusions on the Treatment of Exophthal- 
mic Goiter. 


Cc. V. MOSBY CO. 
St. Louis. 


Send me the new book, ‘‘Exophthalmic Goiter,”’ 
by Dr. Israel Bram, of Philadelphia, for which 
I enclose $5.50, or you may charge to my account. 
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Surgical 


Dressings 


We have spent 25 years in perfecting, 
our processes for makin’, B & B Absorb- 
ent Cotton. There are now 22 separate 
steps in the makin3, and each serves a 
studied purpose. 

The cotton, of course, is sterilized in 
the making. But it is sterilized again 
in the closed carton. 

Every package is subjected to live 
steam followin? a vacuum. 

Packages are then sent to our labora- 
tory. There center fibres are subjected 
to incubator tests. Thus we constantly 
check the efficiency of this final sterili- 
zation. 

Our unique package 


B&B Absorbent Cotton is packed in 
our Handy Package which opens on the 


Sterilized After Sealing, 


Unused Part Remains Untouched 


side. The user unrolls and cuts off only 
the cotton needed. The balance remains 
in the original package, unremoved, un- 
touched. 


All methods extreme 


All B&B methods are equally ex- 
treme. All B&B Sterile Dressings are 
sterilized after packin. 

In every B&B product, we have 
studied to meet the most radical require- 
ments. All are made by masters in a 
model plant. All result from decades 
of co-operation with leading, physicians 
and surgeons. 

We make a complete line of Surgical 
Dressings. We promise you in any of 
them the utmost in modern attainment. 


BAUER & BLACK Chicago New York Toronto 


Makers of Sterile Surgical Dressings and Allied Products 
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UR Institution is prepared to 
supply Radium of highest 
purity in any necessary quantity. 


Tube and needle applicators 
for deep therapy. 


Patented glazed plaques 


for dermatological conditions. 


Apparatus for radium emanation. 


U. S. Bureau of Standards Certifi- 
cate. 


Our Departments of Physics and 
Medicine are prepared to §ive in- 
struction in the physics and thera- 
peutic application of Radium. 
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“Prevent Under-Oxydation—and 


Many Metabolic Disorders Will 
Clear Up Spontaneously” 


N discussing this matter in his 

new book, “Eating to Live 
Long,” Professor William H. Porter 
says: 

“This is partly due to the fact that 
lard, butter and other animal fats are 
used in cooking. These animal fats 
have a low burning point. Hence, if 
used at a temperature that would 
adequately cook the meat, fish or 
other food, they have a faculty of 
proclaiming to the entire neighbor- 
hood just what the family is going to 
have for dinner—to say nothing of 
the fact that the meat being prepared 
is rendered almost indigestible by its 
protracted seance in the frying pan. 

“If broiling is not practicable, it is 
possible, through the use of corn oil 
or some other equally good vegetable 
oil—capable of being heated to 600° 
or more before the burning point is 
reached—to greatly help in taking the 
teeth out of the frying pan, and at 
the same time serve to make the food 
more palatable and digestible.” 


Mazola is easily converted into 
fatty acids and glycerine, and hence 


MAZOLA IS SOLD BY ALL GROCERS EVERYWHERE 


is readily absorbed. It does not de- . 
velop acrolein as do fats which burn 
at low temperature; consequently is 
not nearly so likely to produce under- 
oxydation conditions. 

Mazola is also, because of the leci- 
thin and phosphorus compounds it 
contains, of special advantage as a 
palatable and easily assimilated salad 
oil. 

Recommend Mazola, Doctor, as a 
cooking oil to patients suffering from 
under-oxydation disorders, or to 
patients who require an easily ab- 
sorbed fat. You will be surprised and 
delighted with the improvement man- 
ifested. 


CORN PRODUCTS REFINING COMPANY 
17 Battery Place, New York City 
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: X-Ray Exposure 
| Rule 
Exposure 


Price 


a— — Head-tatera! 


L 


As the X-Ray approaches universal use, standardization of radiographic tech- 
nique becomes imperative. The new Eastman X-Ray Exposure Rule is a material 
step in this direction. It is based upon the results of scientific study in the Re- 
search Laboratory of the Eastman Kodak Company, and both its utiliity and its 
essential accuracy have been verified in the practice of prominent roentgenologists. 


Carried in stock for immediate shipment. 


Seed X-Ray Plates, Eastman Duplitized X-Ray Films, Coolidge Tubes, Devel- 
oping Trays, Developing Powders, Fixing Powders, etc. 


Agents for Kelley-Koett X-Ray Machines and Accessories. 


Mail orders given special attention, 


DOSTER-NORTHINGTON DRUG CO. 


Surgical Instruments, Hospital Supplies, Wholesale Drugs 
BIRMINGHAM, ALABAMA 


8 
Time PART 
Wontal Filer | 40 Chest. (Lungs) 
$0 15—— Tibia. Fibula 
60 — the 
16 Dental Rim — Dorsal Spine 
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The Modern Idea in Artificial Feeding of Infants 


Human milk is the best baby food and cow’s milk, intel- 
ligently and properly modified, is the best available sub- 
stitute. 

Proper modification involves the addition of sugar and 
food salts which Mead’s Dextri-Maltose supplies in forms 
suited to different feeding conditions. 

Individual infants differ so greatly in food requirements 
and food tolerance that no standard feeding mixture can be 
employed, but each case must be fed according to its own 


needs, 
These needs can only be determined by a _ physician. 


Hence our adoption of 


The Mead Johnson Policy 


Mead’s Dextri-Maltose 


is prepared 
in Three Forms Mead’s Dextri-Maltose is advertised only to the Medical Profession. 
No. 1. With Sodium Chloride, 2%. No feeding directions accompany trade packages. Information re- 
garding its use reaches the mother only by written instructions from 


(For average baby.) 

No. 2. Unsalted or plain. her doctor on his own private prescription blank. 

(For the physician who wishes to add 
larger amounts of salt.) J b 

No. 3. With Potassi b Write us for interesting literature explaining our policy 


(For the constipated baby.) and our methods. Our key for preparing individual 
Mead’s Dry Malt Soup Stock formulas will interest you. 
is the marasmic 
type o aby. uch cases generally 
thrive astonishingly well on Dry Malt 
Soup (a mixture of cow’s milk, maltose, MEAD JOH NSON & COMPANY 


dextrin, wheat fi . 
~~“ ee 214 St. Joseph Ave., Evansville, Ind. 


+ 


B. B. CULTURE 


An effective liquid culture of the Bacillus Bulgaricus 


particularly adapted for use in infant enterocolitis. 


A trial will convince you of the value of this product. 


B. B. CULTURE LABORATORY, Inc. 


Yonkers, New York 


OEXTRI-MALTOSE i SUGAR. 
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Arsenic and Mercury are Indispensable in the Treatment of Syphilis. 
We recommend 


SALVARSAN or NEOSALVARSAN 


(Arsphenamine-Metz) (Neoarsphenamine-Metz) 


powerful and easily administered spirochetecides which are as efficacious 
as the imported products, 
and 


BICHLORIDOL or SALICIDOL 


(Mercury Bichloride) (Mercury Salicylate) 


put up in COLLAPSULES, (compressible ampules) which insure absolute 
accuracy of dosage with absence of pain after intramuscular injection. 


This combination of anti-luetics has no superior in the therapeutic 
field. Literature upon application to 


H. A. METZ LABORATORIES, Inc., 
122 HUDSON STREET, 
NEW YORK. 


NOW ENTIRELY AMERICAN 


MADE BY THE ORIGINAL PROCESSES 


Sajodin Adalin 
PALATABLE and EFFICIENT THE SAFE and DEPENDABLE 
IODIN MEDICATION HYPNOTIC and SEDATIVE 
Especially for Prolonged Use For Treatment of - Common Forms 
as in 0 
Arteriosclerosis Insomnia 
and when Iodides disagree and for Nervousness 


VERONAL and VERONAL- SODIUM 


The Well-Known Hypnotics 


AC) SOLD EXCLUSIVELY BY 
WINTHROP CHEMICAL COMPANY, Inc. 
189-191 FRANKLIN STREET NEW YORK, N. Y. Ko} IN? 
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Right Now—this is really good, 
seasonable advice to give your 
Rheumatism and Gout Patients— 


Most Rheumatism and Gout cases reach you only when they have become 
subacute or chronic. 


So, off hand, your activity seems limited to relieving each acute attack. 


Of course, you know that Atophan will do that most efficiently and safely. 
But, you can do more and better. 


Instruct your patients to take regular Atophan courses—two or three 7% 
grain tablets, three times per day, for a week, or so, at two week intervals. 
It will render the acute winter and spring attacks milder, and may even 
avert them entirely. 


| U.S.A. made and available through the drug trade, or 
direct from 


SCHERING & GLATZ, Inc., 


150 Maiden Lane NEW YORK 


For Infants 
any age 


Mellin’s Food 
4 level tablespoonfuls 


Water (boiled, then cooled) 
16 fluidounces 


Rational Procedure 
In 


Summer Diarrhea 


Give one to three ounces every hour or two, according to the age of 
the baby, continuing until stools lessen in number and improve in character. 

Milk, preferably skimmed, may then be substituted for water— one 
ounce each day—until regular proportions of milk and water, adapted to 
the age of the baby, are reached. 
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SOUTHERN 


RADI 


TUBULAR APPLICATORS 
NEEDLE APPLICATORS 
FLAT APPLICATORS 


and 


APPLICATORS 
of SPECIAL DESIGN 


COMPLETE INSTALLATIONS 
of 
EMANATION APPARATUS 


SOLD ON BASIS OF 
U. S. BUREAU OF STANDARDS 
CERTIFICATE 


CORRESPONDENCE INVITED BY OUR 
PHYSICAL, CHEMICAL 
and MEDICAL DEPT’S 


THE 
RADIUM COMPANY 
OF COLORADO, Inc. 


MAIN OFFICE and REDUCTION WORKS 
DENVER, COLO., U.S.A. 


BRANCH OFFICES 
30 UNION 53 CHANCERY 
SQUARE LANE 


NEW YORK LONDON 
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“IS ONLY WHAT 
COLLECT 


Dr. Charles Allen's 
Intensely Human 


Collection } 
Letters Dr. Allen’s intensely hu- 
man Collection Letters, 
a series of one hun- 
dred compelling, result 


\ getting letters will net 
you big returns. Each 
letter is a gem of its 
type and wields a pow- 
erful influence upon the 
delinquent patient to 
pay in the living present. 
Helpful information on Posology, Toxicology, Metrology, 
and Incompatibility is also embodied in this publication. 


One letter may collect 


Sent postpaid on receipt of $2.00. 
a $200 account. 

When mailing your order give us the names and ad- 
dresses of five fellow-physicians who might be _ inter- 
ested in modern collection methods, and we will include 
with our compliments a one minute clinical thermometer 
with aluminum case and chain. 


American Specialty Company 
Publishers MEMPHIS, TENN. 


ow Lady Mary 
Maternity Fone, 


A STRICTLY ETHICAL AND PRIVATE REFUGE FOR SECLUDING AND PROTECTING 


HIGH-CLASS PREGNANT WOMEN 

y, with medical care and trained nursing. 

or soon after 

ed. City iicense Ethical 

es rei 

Pon dota iisaddress: The LADY MARY MATE! HOME, BIRMINGHAM, LALA, 


Dr J E Physician in Charge. 


DOCTORS’ COLLECTIONS 


We Collect Money from Slow Pay Patients 


Commissions on money collected from 15% 
up according to size of account. No other 
charges. Settlements made monthly. Re- 
liability and satisfaction guaranteed. 
REFERENCES: National Bank of Commerce, 
Missouri Savings Association Bank, Bradstreet’s, 
or the Publishers of this Journal; thousands of 
satisfied clients everywhere. 

Physicians & Surgeons Adjusting Association 


Railway Exchange Bidg., Desk 29, Kansas City, Missouri 
(Publishers Adjusting Association, Inc., Owners. Est, 1902) 
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SAINT HQSPITAL 


A thoroughly equipped and modern private hospital for surgical and gynecological patients. Absolutely fire-proof—a desirable 
requirement in any building, but a necessity in a surgical hospital. Constructed of tapestry brick, Pennsylvania brown stone, and 
reinforced concrete. Location is excellent, very quiet, but accessible. The building is half a block from the Franklin street side of 
Monroe Park. Ventilation perfect—-due to the genera] design of architect who is an authority on ventilation, and also to the 
patent Austral windows, which direct the air current towards the ceiling and not on the patient. 

Only graduate nurses are employed. 

All modern conveniences, such as silent electric light signals for patients and long distance telepone connections in every bedroom, 

Two large and complete operating rooms with northern light are on the top floor, where they are practically free from dust. The 
hospital is open te entire year. No wards, only sinzle or double rooms, with or without private bath. 

An addition to St. Elizabeth's Hospital containing 18 beds has recently been completed, which makes a total capacity of 50 
The addition is of the same general construction as the original building. 
A limited number of graduate nurses received for post-graduate instruction. 

For information, annly to the Superintendent, MISS MYRA E. STONE, R. 


J. SHELTON HORSLEY, M.D., 


Surgeon-in-Charge. 


beds. 
or to 


ARTHUR S. BRINKLEY, M.D., 


Associate Surgeon 


Dr. J. F. Yarbrough’s 
Private Sanatorium 


COLUMBIA, ALA. 


Gastrointestinal Diseases, Pellagra, 
Chronic Rheumatism, “Bright’s Disease,” 
Diabetes (Allen Method). 

Adequate Night Nursing Service Maintained. 


CONSULTING STAFF. 


Dr. Alfred Smith Frazier, F.A.C.S., Dothan, Ala. 

Dr. Ross H. Mooty, B.S., M. D., Columbia, Ala, 

Reference: The profession of Houston County. 
Dr. S. W. Welch, Montgomery, Ala. 


THE HOSPITAL—30 ROOMS 


CURRAN POPE 


A. THRUSTON POPE 


A MODERN up-to-date, private Infirmary equipped with steam heat, electric lights, electric 
_ fans, modern plumbing and superior furnishings. Solicits all cases of functional and 
organic nervous diseases, disease of the stomach and intestines, rheumatism, gout and uric acid 
troubles, drug habits and alcoholism. Bed-ridden cases not received without previous arrange- 
ment. 
Hydrotherapy, Mechanical Massage, Static, Galvanic, Faradic, Sinusoidal, High Fre- 
quency, Leucodescent and Arc Light, and X-ray treatments given by competent physi- 
cians and nurses, under the immediate supervision of the Medical Superintendent. Special 
laboratory facilities for diagnosis by urine, blood, blood serum, sputum, gastric juice, 
duodenal tube and X-ray. Recreation hall with pool and billiards for free use of patients. 

Rates include treatment, board, medical attention and general nursing. The Sanatorium is 
supplied from Pope Farm with vegetables, fruit, poultry, and eggs, also milk, cream, butter and 
buttermilk frcm its herd of registered Jerseys. 

THE POPE SANATORIUM 


Incorporated ) 
Established 1890 


LOUISVILLE. KENTUCKY 


Long Distance Phones 
115 West Chestnut St. 


CUMB. M. 2122 HOME 2122 
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FULLY EQUIPPED FOR MODERN SCIENTIFIC DIAGNOSIS AND TREATMENT 


WESLEY HOSPITAL 


12th and Harvey Streets, OKLAHOMA CITY, OKLAHOMA 
CONDUCTED BY THE OKLAHOMA CITY CLINIC 


With the diagnostic equipment at our disposal we are Prepared to assist in working out 
obscure and complicated cases. 


CLINICAL AND PATHOLOGICAL 
LABORATORY 


A dependable laboratory equipped to serve 
your every need, 

We have given a standard laboratory service 
which is not excelled anywhere. 


We are equipped to assist the doctor in al} 
clinical, pathological and diagnostic work. 


Our laboratory personnel thoroughly 
trained and have had many years’ experience 
in this special line of work. 


Partial Fee Table 
Wassermann Test 
Autogenous Vaccines 
Tissue Diagnosis 
Blood Smears 
Sputum 
Pus Smears 
Pasteur Treatment, 21 doses 


Fees for other work in proportion. 


Free: Bleeding tubes, sterile containers, cul- 
* ture media, instructions for collecting 
and mailing specimens, 


X-RAY DIAGNOSTIC DEPARTMENT 

An up-to-date, fully equipped Radiological 
Laboratory. 

Radiologist, especially trained for gastro- 
intestinal and renal diagnosis. 

Resident Radiologist, especially trained for 
gastro-intestinal and renal diagnosis. 

We use the serial plate method in gastro- 
intestinal work and take from 12 to 30 radio- 
graphs on each case. 

Renal work is supplemented with ureteral lead 
catheters and pylographic injection of the kidney 
pelvis when necessary. 

Fluroscopic examination and stereograms of 
chest and all bone work. 


RADIUM AND X-RAY THERAPV 


Amply equ:pped for the treatment of all con- 
ditions where Radium and X-Ray Therapy are 
indicated, either as a primary treatment or an 
adjunct to surgery. 


Members of the Clinic 


Dr. A. L. Blesh 

Dr. W. W. Rucks 
Dr. M. E. Stout 

Dr. J. Z. Mraz 

Dr. W. H. Bailey 
Dr. D. D. Paulus 
Dr. J. C. Macdonald 
Dr. J. Southgate 


Address all communications to WESLEY HOSPITAL, 12th and Harvey Streets, or member of 
the Clinic at ‘308 Patterson Building, Oklahoma City, Okla. 


August 1920 
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| THE TORBETT SANATORIUM AND 


THE DIAGNOSTIC CLINIC 
With Majestic Hotel and Bath House 


SARAH LEIGH HOSPITAL MARLIN, TEXAS 
Norfolk, Va. 


Announces the opening of a well equipped 


Annex for Medical Cases 


One Hundred Beds. 


Staff Four Hundred Bath Capacity Daily. 

Southgate Leigh, M.D., F.A.C.S., Surgery and A modern institution equipped with all the latest 

the diagnosis and treatment of chronic diseases. 
M.D., Surgery and Ortho- graduate doctor in charge of each department—-thus 
utilizing teamwork. 

Stanley H. Graves, M.D., Genito-Urinary and . STAFF 

Rectal Diseases. ‘ 
F. H. Rinker, M.A., M.D., (Formerly Assistant Dr. Fs = Torbett.Superintendent, Diagnosis and 

niversity of Wiscon- Dr. O. Torbett—Diagnosis and Treatment. 
Dr. W. K. Logsdon— Urology, Rectal and Skin Diseases. 

Harry Harrison, M.D., Internal Medicine and Dr. Mary L. Webb—General Chronic Diseases and 


Gynecology and Corrective Gymnastics. 
Dr. J. Gordon Bryson—Surgery and Gynecology. 
Dr. Edgar P. Hutchings—-Eye, Ear, Nose and Throat. 


Nitrous Oxide Oxygen Anesthesia. 
G. Bentley Byrd, M.D., Obstetrics. 


4 Dr. J. B. White-—Roentgenology and Gastro-enterology. 
S. B. Whitlock, M.D., Resident Physician. 

L. L. Odom, R.N., Superintendent. 

S. B. Preston, R.N., Assistant Superintendent. 


Dr. C. H. Hendry—Pathologist. 
Dr. L. P. Robertson-—Dentist. 
Dr. H. H. Robertson—Dentist. 
For further information write for folder to 


TORBETT SANATORIUM, Marlin, Texas 


FRROBINSON HOSPITAL, (INc.) 


AND TRAINING SCHOOL FOR NURSES 
BEREA, KY. 


IDA M. JONES, R. N. SUPERINTENDENT OF NURSES 


STAFF 


B. F. ROBINSON, M.D. 
General Surgery 


M. M. ROBINSON, M.D. 
General Surgery 


ALSON BAKER, M.D. 
Bacteriology and Pathology 
DON. H. EDWARDS, M.D. 
Eye, Ear, Nose and Throat 


WM. G. BEST, D.D.S. 
Oral Hygiene and Oral Surgery 
J. M. MORRIS, M.D. 
Internal Medicine and Diagnosis 


J. CAMPBELL THOMPSON, M.D. 
Roentgenology 
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Hospital For General Diag- 
nosis and Nervous Diseases 


“NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An institution devoted to the Research, Study and 
Diagnosis of all problems in Medicine and Surgery, 
especially of conditions involving the Nervous Sys- 
tem. All newer methods of Diagnosis, particularly 
the Chemistry of the blood, spinal fluid, secretions 
and excretions of the body are employed. The im- 
portance of body metabolism and its relation to 
diseased conditions is emphasized. 

The co-operation of physicians is invited. It is the 
policy of this Hospital to return patients to their 
home and family physician for treatment, at the 
earliest possible moment, after a diagnosis is 
made, Only at the request of the patient’s physi- 
cian will any case be kept in the Hospital beyond 
the necessary period of observation. 

A complete staff of skilled specialists in co-opera- 
tion. 


For further particulars regarding rates, etc., write 
DR. ALBERT E. STERNE or 
DR. LARUE D. CARTER 
“Norway” Hospital for General Diagnosis and 
Nervous Diseases. 


| 


The Buie Clinic 


AND 


MARLIN SANITARIUM-BATH HOUSE 
MARLIN, TEXAS 
N. D. BUIE, M.D. A. J. STREIT, M.D. 
F. H. SHAW, M.D. 


A thoroughly modern institution for chronic dis- 
euses, using Marlin’s famous hot mineral waters 
and all late approved methods of diagnosis and 
treatment. The various departments are: In- 
ternal Medicine, Diagnosis, Urology, Syphilology, 
Pathology, Roentgenology, Dietetics, Electro- 
therapy, Eye, Ear, Nose and Throat and Hydro- 
therapy. Daily bath capacity 400. 
STAFF 
N. D. BUIE, M.D., Supt. and Diagnosis 
F. H. SHAW, M.D., Internal Medicine 
AUG. J. STREIT, M.D., Eye, Ear, 
Throat 
L. M. SMITH. M.D., Urology and Syphilology 
GEO. M. LIDDELL, M.D., Internal Medicine. 
S. S. MUNGER, M.PD., Roentgenology 
T. W. FOSTER, D.D.S. 


Nose and 


THE MERIWETHER HOSPITAL AND TRAINING SCHOOL FOR NURSES, Inc. 


24 GROVE STREET, ASHEVILLE, N. C. 


Glenn, Chief: Dr. Ben M. 
Pritchard, Dr. Arthur F. 


SURGICAL: Dr. Eug. B. 
L. Adams. 


Meriwether, Dr 
Reeves, Dr. J. 
MEDICAL: Dr. Chase P. Ambler, Chief; Dr. Clyde 
Kk. Cotton, Dr. M. lL. Stevens, Dr. W. J. Hunnicutt, 
Dr. H. G. Brookshire, Dr. C. C. Orr. 


EYE, EAR, NOSE AND THROAT: Dr. E. R. 
sell, Dr. J. B. Greene, Dr. R. H. Buckner. 


Rus- 


STAFF 


A thoroughly equipped and mudern Hospital for 
Surgical, Gynecological, Medical, and Obstetrical 
Causes. 

All modern conveniences, such as vacuum 
cleaners, electric elevators, sun porches, ete. Two 
thoroughly equipped operating rooms. Open entire 
vear, 


DIRECTORS 


Dr. Ben M. Meriwether, President: Dr. EK. R. 
Russell, Vice-President; Dr. Clyde EK. Cotton, Secre- 
tary; Dr. W. J. Hunnicutt, Treasurer; Dr. M. IL. 
Stevens, Dr. Arthur F. Reeves, Dr. Kug. bs. Glenn. 


NEUROLOGY: Dr. B. R. Smith. 

GASTROENTEROLOGY: Dr. A. W. Calloway. 
DERMATOLOGY: Dr. C. W. Brownson. 

G. : a DISEASES OF THE RECTUM: De. P. 
erry. 

PEDIATRICS: Dr. L. W. Elias. 

ANAESTHETIST: Dr. W. J. Hunnicutt. 
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CHESTNUT LODGE 


Rockville, Maryland 
Near Washington, D. C. Baltimore & Ohio Railroad 
and Electric Line from Washington 
This sanitarium under experienced management 
offers superior advantages for the treatment. of 


patients suffering from Nervous and mild Mental Dis- 
eases, and for elderly persons needing skilled care and 
nursing; combining the equipment of a modern Psyco- 


pathic Hospital with the appointments of a refined 
home. The Hydrotherapy Departments is complete in 
every detail including the Nauheim Baths for Arterio- 
sclerosis, Heart and Kidney Diseases, 


DOR. E. L. BULLARD, Physician-in-Charge 


Davis- Fischer Sanatorium 
25-27 EAST LINDEN AVENUE 
ATLANTA, GEORGIA 

A modern five-story fire-proof building for 
surgical and gynecological work. A limited 
number of medical and obstetrical cases re- 
ceived. No mental, contagious or alcoholics 
admitted. Equipped with all modern methods 
for diagnoses. X-Ray, pathological, bacterio- 
logical, serological and stomach contents. 
Training school for nurses. 


: ASHEVILLE, N. C. 


APPALACHIAN HALL : 


DR. WILLIAM RAY GRIFFIN ‘ ADVISORY BOARD 
DR. BERNARD R. SMITH AN INSTITUTION FOR Dr. C. V. Reynolds 
THE TREATMENT OF Dr. M. H. Fletcher 


iss V. E. Liv 
NERVOUS DISEASES Dr. W. L. Dunn 


We have recently erected two additional buildings, thoroughly equipped with every 
modern convenience, including a most complete Hydrotherapy Department. 


Situated at an altitude of 2500 ft. in the heart of the Blue Ridge Mountains of West- 
ern North Carolina. Superb lawn and 25 acres of beautifully wooded grounds. 


For information address DRS. GRIFFIN & SMITH, ASHEVILLE, N. C. 
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The Kernan Hospital for Crippled Children 


BALTIMORE, MARYLAND 


One of the largest and best equipped Orthopaeijic Hospitals in the country. The grounds cover 
sixty-five acres, containing private herd of cows, poultry, vegetable garden, parked lands and play 


grounds. 


STAFF 


Attending Surgeons 
R. Tunstall Taylor, M.D. 
Sydney M. Cone, M.D. 
Compton Riely, M.D. 
William Tarun, M.D. 
William H. Daniels, M.D. 
Frank Martin, M.D. 
John Staige Davis, M.D. 
Chas. Reid Edwards, M.D. 
Gideon Timberlake, M.D. 
John P. Bell, D.D.S. 

Roentgenologists 

J. Fletcher Lutz, M.D. 
Henry J. Walton, M.D. 


1102 North 


For particulars 


The Surgical Building 


Charles Street 


and terms of admission, address 


Baltimore, Maryland 


STAFF 


Attending Physicians 
Benjamin Tappan, M.D. 
A. Duvall Atkinson, M.D. 
Irving J. Speer, M.D. 
Jno. R. Abercrombie, M.D. 

Consulting Surgeons 
W. S. Halsted, M.D. 
John M. T. Finney, M.D. 
Randolph Winslow, M.D. 

Consulting Physicians 
Lewellys F. Barker, M.D. 
Thomas R. Brown, M.D. 
W. S. Thayer, M.D. 


The Baker 


Sanatorium 


Colonial Lake 
Charleston, S. C. 


A new and thor- 
oughly equipped 
hospital for the care 
of Surgical patients. 


ARCHIBALD E. BAKER, M. D., F.A.C.S 
Surgeon in Charge 


va 
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BLACKMAN SANITARIUM 


DISORDERS OF NUTRITION AND ELIMINATION | 
172 Capitol Ave., ATLANTA, GA. 


Physiotherapeutic, Dietetic, 
edical 


Two of its features: 


Treatment of Dia- 
betes. (Allen Method) 


Rest and Fattening 
Cure. (5 lbs. per week) 


Rates, $35 to $50 per 
week. Good cuisine. 


Homelike resort atmos- 
phere. 


Laboratory facilities. 


Modern equipment. 


For Information and Reprints 
address 


W. W. BLACKMAN, M. B. 


THE WATAUGA SANITARIUM 


RIDGETOP, TENNESSEE. 


For Tuberculosis in any 
Form. 


STAFF: 
Dr. Wm. Litterer 
Dr. W. A. Bryan 
Dr. O. N. Bryan 
Dr. G. C. Savage 
Dr. J. M. King 

W. W. Winters 
Dr. H. S. Shoulders 


19 miles North of Nashville, é 
Henderson Division 
of iy. & N: Ry. 


~ 


Location ideal, elevation 1,000 feet, buildings modern; hot and cold water, gas lights, perfect sewerage 
and excellent water supply. Tuberculins and vaccines administered in suitable cases. X-Ray Diagnosis. 
Heliotherapy. Rates very reasonable. 

Inquiries appreciated. Illustrated pooklet on application. 


DR. W. S. RUDE, Medical Director. RIDGETOP, TENN. 
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ARLINGTON HEIGHTS SANITARIUM 


P.O. BOX 978, FORT WORTH, TEXAS 


For Nervous Diseases and 
Selected Cases of Mental Dis- 
eases. 

(Incorporated under laws of 
Texas) 

WILMER L. ALLISON, M.D. 
Resident Physician 
BRUCE ALLISON, M.D. 
Resident Physician 
R. H. NEEDHAM, M.D. 
Resident Physician 
JAS. D. BOZEMAN, M.D. 
Resident Physician 


HEALTH RESORT WISCONSIN 
WISCONSIN 
For Nervous and Mild Mental Diseases and Addiction Cases 
Five minutes walk from Interurban between Oconomowoc and 
Milwaukee on main line C. M. & St. P. Ry. 30 miles 
west of Milwaukee 

Built and equipped to supply the demand of the neurasthenic, 
border-line and undisturbed mental case, for a high-class home 
free from contact with the palpably insane, and devoid of the insti- 
tutional atmosphere. 

Fifty acres of natulal park in the heart of the famous Wis- 
consin Lake Resort region. Rural environment, yet teadily acces- 
sible. A beautiful country in which to convalesce. 

The new bui.ding has been des.gned to encompass every require- 
ment of modern sauitarium construction, the comfort and welfare 
of the patient having been provided for in every respect. The bath 
departinent is unusualiy complete and up-to-date. Work-therapy 
and re-educational n.ethods apy lied. 

} Number of patients limited. assuring the personal attention of 
‘ the resident physician in charge. 
New Building Absolutely Fireproot = arthur W. Rogers, B.L., M.D., Resident Physician in Charge 


DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addictions and Nervous Invalids Needing Rest and Recuperation 


Established 1903. Strictly ethical. Location delightful summer and winter. Approved 
diagnostic and therapeutic methods. Modern clinical laboratory. 7 buildings, each 
with separate lawns, each featuring a small separate sanitarium, affording wholesome 
restfulness and recreation, in doors and out doors, tactful nursing and homelike com- 
forts. Bath rooms en suite, 100 rooms, large galleries, modern equipments, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful park, Government 
Post grounds and Country Club. 
T. L. Moody, M.D., Supt. and Res. Physician. 
J. A. McIntosh, M.D., Res. Physician. Cc. W. Stevenson, M.D., Res. Physician. 
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HILLCREST MANOR 


ASHEVILLE, N. C. 
LOUIS E. BISCH, M.D., Ph.D. 
(Resident Medical Director) 


Sanitarium 


Devoted to the Scientific Treatment cf Organic and Functional Nervous 
Diseases. 


A thorough, detailed, individual examination and study made of each patient. All 
the latest methods of psychotherapy employed—including psychoanalysis. Trained, 
graduate nursing—large, airy, cheerful rooms—the seclusiveness of seventeen acres of 
wooded hills with lawns, orchards, and vineyard—wholesome food, cooked under super- 
vision of a dietititian—a congenial, restful atmosphere in an up-to-date building—air, 
water, climate and scenery unsurpassed. 


Patients are Examined for Admission to Hillcrest Manor 
At the City Offices 
Suite 206-208 Haywood Building 
. Asheville, N. C. 


(Positively no Insane or Tubercular Persons are Admitted) 


An et.uical seciusion maternity home and hospital 
for unfortunate young women. Pdtients accepted 
#@ any time during gestation. Adoption of babies when 
arranged for. Prices reasonable. Write for 90- 
illustrated booklet. 


MISSOURI 
MAIN 8T. Che Willows 
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LYNNHURST SANITARIUM 


A High-Class Institution for Nervous Diseases, Mild Mental Disorders and Drug Addiction. 


Situated in the suburbs of Memphis on 28 acres of beautiful woodland and ornamental shrubbery Modern 
and approved methods in construction and equipment. Thorough ventilation, sanitary plumbing, low 
pressure steam heat, electric light, fire protection, and an abundance of pure water. Special facilities 
for giving Hydrotherapy, Electrotherapy, Massage, Physical Culture and Rest Treatment. Experienced 
nurses and house physician. An improved treatment for Opium-Morphine addiction. 


S. T. RUCKER, M.D., Director Medical Dept. 


KENILWORTH SANITARIUM 


KENILWORTH, ILLINOIS 
(Established 1905) 
(C. & N. W. Railway, Six Miles North of Chicago.) 

Built and equipped for the treatment of nervous and mental 
diseases. Approved diagnostic and therapeutics methods. 

An adequate night nursing service maintained. Sound proof 
rooms with forced ventilation. Elegant appointments. Bath 
rooms en suite, steam heating, electric lighting, electric eleva- 
tor. 


Resident Medical Staff: 
Minta P. Kemp, M.D. Sherman Brown, M.D. 
Sanger Brown, M.D. 
Consultation by appointment 
All correspondence should be addressed to 


Kenilworth Sanitarium ~ Kenilworth, Il. 


PRINGS SANITARIUM 


For the Care and Treatment of 
NERVOUS DISEASES 
Building Absolutely Fireproot 
BYRON M. CAPLES, M. D., Supt. 


Waukesha, - Wisconsin 


; 
TENN. 
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The Thompson Sanatorium : 


For the treatment and education of tubercu- 
lous patients. Seventy-five miles northwest of 
and twelve hundred feet higher than San 


D t t f Antonio. Mild winters, cool breezy summers. 

epar men 0 Hospital Building and Hollow ‘Tile Cottages 
with modern conveniences. Beautiful mountain 

scenery. Prices moderate. Trained nurses. 


SAM E. THOMPSON, M.D. 


Associate Medical Director 


KERRVILLE, TEXAS 


(Endowed) 


Nashville Private 
HARBIN HOSPITAL Maternity Hospital 


For the care and protection 


R G of unfortunate young women. 
ome, Ua. DR. J. H. PRESTON, Physicien 


Address: MRS. L. SWEENEY 
1230 Second Avenue, South 
Phone, Main 3791. NASHVILLE, TENN. 


Westbrook Sanatorium, Richmond, Virginia 


THROUGH THE MEDICAL STAFF, 


DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
ON NOVEMBER FIFTEENTH OF AN ADDITION TO THE INSTI- 
TUTION OF TWO BRICK BUILDINGS—ONE FOR MEN AND 
ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in the midst of grounds which 

embrace eighty-five acres. The lawn is large and beautifully shaded; there are private 

walks and drives, and the institution affords the quietness and serenity of the country 
within sight of the city. 


Rooms may be had single or en suite, with or without private baths. Small cottages, suitable 
for one patient, are also available. 


Treatment is limited to Nervous Disorders, Mild Mental Affections, and to Alcoholic and Drug 
Habituation. Nurses and attendants are trained for this special work and the Sanatorium fur- 
nishes every facility for the rational treatment of such patients. 


Life in the out-of-doors, combined with properly selected work for each patient, constitutes 
an important therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 
BOOKLET UPON REQUEST 


23 
Superintendent and Medical Director 


SOUTHERN MEDICAL JOURNAL August 1920 


iy Dr. Brawner’s Sanitarium 


ATLANTA, GEORGIA 


For Nervous and Menta! Diseases, General 
Inval-dism and Drug Addictions 


The sanitarium is located on the Marietta 
trolley line, 10 miles from center of city, near 
a beautiful suburb, Smyrna. Grounds consist 
of 80 acres. Buildings are steam heated, elec- 
trically lighted, and many rooms have private 
baths. Patients have many recreations such as 
tennis, croquet, baseball and  automobiling. 
Reference: The Medical Profession of Atlant:,. 
Address 


Dr. JAS. N. BRAWNER, 
701-2 Grant Bldg. Atlanta, Ga. 


PETTEY & WALLACE 
068 S. Fifth ‘Street SANITARIUM 


MEMPHIS. 


FOR THE TREATMENT OF ~~ 


Drug Addictions, Alcoholism, 
Mental and Nervous Diseases 


A quiet, home-like, private, high-class institution. 
Licensed. Strictly ethical. Complete equipment. 
Best A d 


Resident physicians and trained nurses. 
Drug patients treated by Dr. Pettey’s original 
method. 


Detached building for mental patients. 


For the Treatment of MENTAL and 


C it Vi W NERVOUS DISEASES and ADDIC- 


New Fifty-Room Department completed January, 
1915. Now have two new buildings, one for each 
a nil a r lum sex. A thoroughly modern and fully equipped 
private hospital, operating under state license. 
(Established 1907) Large, commodious buildings offering accommo- 
JOHN W. STEVENS, M.D. dations to meet the desires of the most exacting. 
Pivsistentn-Char Situated out of town in a quiet, secluded place. 
ge Large, shady grounds. Specially trained nurses. 
Telephone Main 2028 Two resident physicians. Capacity 65. References: 

Rural Route No. 1 Nashville, Tennessee Medical Profession of Nashville. 
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BIRMINGHAM INFIRMARY 


SURGICAL MEDICAL GYNECOLOGICAL OBSTETRICAL 


A thoroughly equipped and modern general hospital. Accommodates three hundred patients. All 
conveniences. Completely equipped. Modern pathological, bacteriological and x-ray laboratories. 
Sufficient Radium for treatment of all conditions in which Radium is indicated. All laboratories in 
charge of competent, experienced men. 

EDUCATIONAL DEPARTMENTS—tTraining school for nurses in charge of graduate reg’stered 
nurses. Pupil nurses received on favorable terms. Special six months course in dietetics and labor- 

* atory work given. Graduate nurses received for post graduate instruction. 
For information and catalog apply to Mrs, B. E. Golightly, R.N., Superintendent. 


BIRMINGHAM, ALA. Long Distance Phone, West End 110 
DR. CHARLES M. NICE, Medical Director DR. W. C. GEWIN, Surgeon in Charge 


J. C. KING, M.D. ST ALB NS S N TORI Long Distance Phone 75 
JOHN J. GEISEN, M.D. ° A A A UM, Inc. P. O. BOX 84 
RADFORD, VIRGINIA 

The Hydrotherapy Department is complete in every 
detail. Continuous Nauheim and Tonic Baths. 

Special emphasis given to Rest, Diet, Occupation, 
Massage and Electricity. 

Clinical Laboratory fully equipped. 

A thoroughly equipped and modern Private Sana- 
torium for the diagnosis and treatment of chronic 
medical, nervous and mild mental disorders. It is sit- 
uated 2,000 feet above sea level in the famous b'ue 
grass region of Virginia. There are two large colonial 
brick buildings connected by a sun parlor 105 feet long 
Rooms single or en suite, with or without private 
baths. Accommodations for fifty patients. Modern 
and approved methods used in every department. The 
nurses are specially trained to care for nervous 
patients. 


For details write for descriptive pamphlet. 


OXFORD RETREAT 


OXFORD, OHIO 


Nervous and Mental Diseases 
Alcohol and Drug Addictions 
FOR MEN AND WOMEN 
96 Acre Lawn and Forest. Buildings Modern and 
First Class in all Appointments. Thoroughly 
Equipped. Of Easy Access—39 Miles 
from Cincinnati, on C.H.&D. R.R. 

10 Trains Daily. 


THE PINES 


An Annex for Nervous Women . 
Write for Descriptive Circular 


HARVEY COOK, M.D., Physician-in-Chief 
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H. P. COLLINS, Business Manager 
Box No. 4, College Hill 
CINCINNATI, OHIO 


The Cincinnati Sanitarium 
For Mental Diseases. 


strictly modern 


juipped for the scientific treat- 
ment of nervous and mental affec- 
red and acces- 
ble. Fer details write for descrip- 


ons. Situation retir 


ve pamphlet. 
F 


W. Langdon, M.D., 
Visit. Consultant 


Cc. B. Rogers, 
Resident Medical 


Egbert W. Fell, M.D.. 


Res. Clinica! 


hospital fully 


REM 
Director 


Director 


“REST COTTAGE” College Hill, Cincinnati, Ohio 


purely 
nervous cases, 
nutritional er - 
rors con- 
valescents., 


Completely 
equipped for hy- 
drother- 
apy, massages, 
ete. 


Cuisine to 
meet individual 
needs. 


F. W. Langdom, 
M.D., Visiting 
Consultant 


Egbert W. Fell, 
M.D., Resident 
Clinical. Direc. 
tor 


Cc. B. Royers, 
M.D., Resident 
Medical Direc- 

tor 


H. P. Collins 
Business Man- 
ager 
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RADIUM- THERAPY DEPARTMENT 
of 
THE BIRMINGHAM INFIRMARY 


Established 1916 


Radium in any form for the therapeutic administration 
where indicated. 


Address communications to 
BIRMINGHAM INFIRMARY 
BIRMINGHAM, ALA. 


Dr. W. C. Gewin, President Dr. Chas. M. Nice, Secretary 


The Tucker Sanatorium, Inc. 


Madison and Franklin Streets 
RICHMOND, VIRGINIA 


This is the Private Sanatorium of Dr. Beverly R. Tucker 


The Tucker Sanatorium is for the treatment of nerv- 
ous diseases. Insane and acute alcoholic cases are not 
taken. The Sanatorium is large and bright, surrounded 
by a lawn and shady walks and large verandas. It is 
situated in the best part of Richmond and is thoroughly 
and modernly equipped. There are departments for 
massage, medicinal exercises, hydrotherapy, occupation 
and electricity. The nurses are espeeially trained in the 
care of nervous cases. 


EI Paso, 
Texas 


One of the most modern 
and thoroughly equipped 
private institutions for 
the treatment of tubercu- 
losis. High-class accom- 
modations. Fireproof con- 
struction. Individual 
sleeping porches. Excel- 
lent cuisine. Altitude 4000 
feet. Climate ideal all of 
the year. For further in- 
formation, address 


M. R. HARVEY 
President 


THE HENDRICKS - LAWS SANATORIUM, 
FOR TUBERCULOSIS 


CHAS. M. HENDRICKS 


J. W. LAWS 


Be 
sll 
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ATLANTA RADIUM LABORATORY 


929 Candler Building 
ATLANTA, GA. 


nadium for the treatment of conditions in which the use of radium is 
indicated. 
For particulars address, 


COSBY SWANSON, M. D., Medical Director 


THE POTTENGER SANATORIUM throat 


MONROVIA, CALIFORNIA A thoroughly equipped institution 
; for the scientific treatment of tuber- 


culosis. High class accommodations. 
Ideal all-year-round climate. Sur- 
rounded by orange groves and beauti- 
ful mountain scenery. Forty-five min- 
utes from Los Angeles. F. M. Potten- 
ger, A.M., M.D., LL.D., Medical Direc- 
tor. J. E. Pottenger, A.B., M.D., 
Assistant Medica] Director and Chief 
of Laboratory. George H. Evans, M.D., 
San Francisco, Medical Consultant. 
For particulars address: 


POTTENGER SANATORIUM, 
Monrovia, California. 

Los Angeles Office: 1100-1101 Title Ins. 

Bida., Fifth and Spring Streets. 


Greensbcro, 


Park Sanitarium, nowt Carcize. 


SUCCEEDING TELFAIR SANITARIUM 


The Glenwood Park Sanitariure is ideally lovca‘ed in a quiet suburb of Greensboro, having all the 
advantages of the city, yet sufficiently isolated to enable our patients to enjoy restful quietude and 
entire freedom from the noise and distraction incident to city life. 

CLASS OF PATIENTS-—-Those who need help to overcome the bondage of habit. Rest from over- 
work, study or care. Diversions for the depressed and disquiet mind—and such as are suffering from 
any disease of the nervous system. The treatment consists of the gradual breaking up of injurious 
habits, and the restoration to normal conditions, by the use of regular and wholesome diet, pure air, 
sunlight, and exercise, with such other remedies as are calculated to assist nature in the work of 
restoration. 

Special attention is given to the use of electricity. Twenty years’ experience has proven it invaluable 
in cases of nervous prostration, incipient paralysis, insomnia, the opium and whiskey habits, and those 


nervous affections due to uterine or ovarian disorders. 
For further particulars and terms, address W. C. ASHWORTH, M.D., Superintendent. 
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RADIUM THERAPY || [he Radium Institute 

ict of New Orleans 
NEWELL & NEWELL In Connection With 

Sanitarium TOURO INFIRMARY 


705-707 Walnut St., Chattanooga, Tenn. DIRECTING BOARD 
Dr. S. M. D. Clark Dr. H. S. Cocram Dr. W. Kohlmann 
Dr. U. Maes Dr. E. D. Martin Dr. R. Matas 


An ample supply of Radium for the treat- De. F. W: Mb: A. 
ment of all conditions in which Radium is : 
indicated. For the treatment of conditions in 
which the use of Radium is indi- 
SANITARIUM STAFF cated. 


E. T. Newell, M.D. All correspondence should be addressed to 
E. D. Newell, M.D. the Radium Institute. 

DR. E.C. SAMUEL, A. B. TIPPING 
Radio-Therapist. Secretary. 


RADIUM AND X-RAY LABORATORY 


425-429 Woodward Building 
BIRMINGHAM, ALA. 


For the treatment of MALIGNANT and BENIGN conditions, 
in which the use of Radium and ALLIED MEASURES has been 
definitely established. 


Address: 
Dr. WALTER A. WEED, Director . 
425 Woodward Building, Birmingham, Alabama 
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@Shortle’s Albuquerque Sanatorium 
FOR TUBERCULOSIS 
ALBUQUERQUE, - - NEW MEXICO 


Altitude 5,100 Feet. Rates Moderate. Climatic 
Conditions Unsurpassed. 


A private sanatorium where the closest persoral attention is 
given each patient. Complete laboratory and X-Ray equipment 
for diagnostic purposes. Compression of the lung and sun-bath 
treatment after the methods of Rollier. Steam heat, hot and cold 
water, electric lights, call bells, local and long distance tele- 
phones and private porches for each room. Bungalows if desired. 

Situated but 1 1-2 miles from Albuquerque, the largest city 
and best market of New Mexico, permits of excellent meals and 
service at moderate price. Write for Booklet B. 


A. G. Shortie, M.D., Medical Director 


GRADUATE COURSE 
IN PEDIATRICS 


A systematic course in diseases of children, 
contagious diseases, infant feeding, and ortho- 
pedic surgery. Lectures, clinics, bedside instruc- 


Medical College of Virginia 


UNIVERSITY COLLEGE OF MEDICINE 
MEDICAL COLLEGE OF VIRGINIA 
(Consolidated) 


Medicine-Dentistry-Pharmacy 


STUART McGUIRE, M.D., Dean | tion, practical work in the clinic and in_ the 
New college building, completely equipped and J | laboratory. Instruction daily morning and after- 
modern laboratories. Extensive Dispensary service. | noon for four weeks. 


Hospital facilities furnish 400 clinical beds; individ- 
ual instruction; experienced faculty; practical cur- 
riculum. For catalogue or information address 


| NEXT COURSE BEGINS SEPTEMBER 20th 
J. R. McCAULEY, Secretary | For full information address the Dean, Wash- 


1140 E. Clay Street Richmond, Virginia ington University Medical School, St. Louis, Mo. 


LOYOLA POST-GRADUATE SCHOOL OF MEDICINE 


New Orleans, La. 


Combining New Orleans Post-Graduate Schvol! of Medicine. 
Louisiana Post-Graduate School of Medicine. 
Offers courses in all branches of medicine and sucgery. 
Special facilities for courses in the Eye. and the Ear, Nose and Throat. 
Faculty numbering over eighty. Abundant cadaveric material. 
Unlimited clinical material in all the hospitals of New Orleans, the medical metropolis of the 


South. 
Students admitted to all courses throughout the year. 


JAMES M. BATCHELOR, M.D., President. 


JOSEPH A. DANA, M.D., Secretary. 


Address all Communications to the Secretary, 1533 Tulane Ave., New Orleans, La. 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 


AND 


COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two yearsof college work, including modern languages 
Chemistry, Biology and Physics, in addition to an approved four year high school course. 

Facilities for Teaching—Abundant laboratory space and equipment. Three large general 
hospitals absolutely controlled by the faculty and thirteen hospitals devoted to specialties, in 
which clinical teaching is done. 

The next regular session will open October 1, 1920. 

For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 
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Tulane University of Louisiana 


SCHOOL OF MEDICINE 


(Established in 1834) 


ADMISSION: All students entering the Freshman Class will 
be required to present credits for two years of college 
work, which must include Chemistry (General and Or- 
ganic), Physics and Biology, with their laboratories, and 
at least one year in English and one year in a modern 
foreign language. 


COMBINED COURSES: Premedical course of two years is 
offered in the College of Arts and Sciences, which pro- 
vides for systematic work leading to the B. S. degree at 
the end of the second year in the medical course. 


School of Pharmacy, School of Dentistry and Graduate 
School of Medicine also. 


Women admitted to all Schools of the 
College of Medicine 


For bulletins and all other information, address 
TULANE COLLEGE OF MEDICINE 

P. O. Box 770 
NEW ORLEANS, LOUISIANA 
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UNIVERSITY OF LOUISVILLE 


Medical Department 


Eighty-third Annual Session begins Sept. 
20, 1920. Entrance requirements for the 
1920-21 session—two years of College work 
including Physics, Chemistry, Biology and 
English, in addition to the fifteen units’ work 
in an accredited, standard high-school. 


The two-year premedical course of instruc- 
tion is given in the Academic department of 
the University. A combined B.S., M.D., de- 
gree granted after two years of study in 


UNIVERSITY OF GEORGIA 
MEDICAL DEPARTMENT 
AUGUSTA, GA. 


ENTRANCE REQUIREMENTS: ‘The successful 
completion of at least two years of work includ- 
ing English, Physics, Chemistry, and Biology in 
an approved college. This in addition to four 
years of high school. 


INSTRUCTION: The course of instruction 
occupies four years, beginning the second week 
in September and ending the first week in June. 
The first two years are devoted to the funda- 
mental sciences, and the third and fourth to 
practical clinic instruction in medicine and 
surgery. All the organized medical and surgical 


charities of the City of Augusta and Richmond 
County, including the hospitals, are under the 
entire control of the Board of Trustees of the 
University. This arrangement affords a large 
full- number and variety of patients which are used 

in the clinical teaching. Especial emphasis is 
laid upon practical work both in the laboratory 
and clinical departments. 


College of Arts and Sciences and four years 
in Medical Department. 

Well equipped laboratories under 
time teachers; Clinical work in the New 
Million-dollar City Hospital. All time teach- 

4 sat TUITION: To the residents of the State of 
= in Clinical Medicine and Surgery. Co Georgia tuition is free, to others the tuition is 
educational. For further information and $150.00. 
catalogue, address the Dean. i For further information and catalogue address 

HENRY ENOS TULEY, M.D., THE MEDICAL DEPARTMENT, UNIVERSITY 


OF GEORGIA 
Louisville, Ky. Augusta, Georgia 


University of Virginia 


Department of Medicine 


ENTRANCE REQUIREMENTS: Two years of college work (including courses in physics, 
chemistry, biology, English and an ancient or modern foreign language) after the completion of a 
four-year high school course or its equivalent. 

THOROUGHLY EQUIPPED LABORATORIES in the fundamental medical sciences. All 
instructors in these sciences are full time men. 

CLINICAL INSTRUCTION in the University of Virginia Hospital, which is owned and 
operated by the University as a teaching hospital. Upwards of 2,500 ward patients annually. 
Instruction of medical students the primary interest of the chief professors of medicine and surg- 
ery, the majority of whom limit their practice to the wards of the University Hospital. Stu- 
dents also receive clinical training in the Blue Ridge Tuberculosis Sanatorium of the State 
Board of Health of Virginia. 

COMBINED DEGREES IN ARTS AND MEDICINE to students who present credit for 
their pre-medical work from the University of Virginia. 

EFFICIENCY AND THOROUGHNESS of instruction indicated by very high standing of 
its graduates before State Boards of Medical Examiners and by the exceptional character of 
hospital interne appointments secured after graduation. 

For catalogues and other information, address 


DEPARTMENT OF MEDICINE 


UNIVERSITY, VIRGINIA 
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New Orleans Polyclinic 


the State of South 
Carolina Graduate School of Medicine, 
Tulane University of Louisiana. 


Schools of Medicine, Pharmacy and Nursing, 
Owned and Controlled by the State 


Rated in Class A by the American Medical 
Members of the Association of 


Thirty-fourth Annual Session opens Sept. 
20, 1920, and closes June 11, 1921. 


Association. 

American Medical Colleges and of the 

American Conference Pharmaceutical Fac- Physicians will find the Polyclinic an ex- 

ulties. cellent means for posting themselves upon 
New building with well equipped labo- modern progress in all branches of medicine 
ratories. A full corps of efficient all-time and surgery, including laboratory, cadaveric 
teachers. work and the specialties. 


Located opposite the Roper Hospital and 
very near the Charleston Museum, thus 
affording the students more extensive oppor- 
tunities for research and training. 


For further information, address: 


CHARLES CHASSAIGNAC, M. D. Dean 


Women admitted on the’ same terms as 
men. Post Office Drawer 770 New Orleans 
Session opens September 24, 1920. : ; 
Tulane also offers highest class education 
leading to degrees in Medicine, Pharmacy 
H. GRADY CALLISON, Registrar and Dentistry. 


Charleston, S. C. 


EMORY UNIVERSITY 


School of Medicine 


4 (ATLANTA MEDICAL COLLEGE) 


Sixty-sixth Annual Session begins September 21st, 1920. - 
ADMISSION: Completion of four-year course at an accredited high school, which requires not less than 
15 units for graduation, and in addition, two years of college credits in Physics, Biology, Chemistry, and 
German or French. The pre-medical course will be given in the College of Liberal Arts at Atlanta, 
Georgia. Admission to the pre-medical course may be obtained by presenting credentials of 15 units of 
high school work. 

COMBINATION: A student who has the requisite credits of School of Liberal Arts for two years, will 
be admitted to the Freshman Class in the School of Medicine of this institution, and upon completion of 
his sophomore year in the School of Medicine, can obtain his degree of Bachelor of Science from 
Emory University, gaining his M.D. degree at the close of his senior year in the Medical School. 
INSTRUCTION: Thorough laboratory training and systematic clinical teaching are special features of 
this institution. The faculty is composed of 106 professors and instructors, twelve of whom are full- 


time salaried men. 
EQUIPMENT: Five large new modern buildings devoted exclusively to the teaching of medicine, well 
equipped laboratories, and reference library. 

* HOSPITAL FACILITIES: ‘The Grady (municipal) Hospital of 250 beds is in the charge of the members 
of the medical faculty during the entire college session, and the Senior Students (in small sections) are 
given daily clinical and bedside instruction there. In the near future, work will begin on the new Wes- 
ley Memorial Hospital (of 200 beds) which will be erected on the campus in Druid Hills. The wards of 
this hospital, when completed, will be under the complete control of the faculty for teaching purposes. 
The J. J. Gray Clinic, which has just been completed at a cost of $75,000.00 affords ample accommoda- 

tions for this large clinic, and excellent facilities for clinical instruction. 


RATING: This college has a Class A rating, and is a member of the Association of American Medical 


Colleges, 
Catalogue giving full information, also entrance blanks will be sent by applying to WM. S. ELKIN, 


M.D 


Dean. 
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NEW 
MUCH ATTENTION 


A Germicide, especially effective along the Genito-Urinary Tract, suggested by 
Drs. Hugh H. Young, Ernest O. Swartz, and Edwin C. White in “The Journal” 


A.M.A. Nov. 15th, 1919. Has wide application; especially interesting to oph- 
thalmologists. 


MERCUROCHROME -- 220 SOLUBLE 


Readily soluble in water in practical proportions. 


Supplied in 10 gram bottles direct or by leading wholesale drug houses and 
enterprising pharmacists, generally. 


CIRCULAR UPON REQUEST 


HYNSON, WESTCOTT & DUNNING 


Original Manufacturers of Mercurochrome 
BALTIMORE MARYLAND. 


LABORATORY 


\ PRODUCTS Z 


PITUITARY LIQUID 


_ HE product is of standard strength. The package is dated. 
The doctor knows. He doesn’t trust to luck. 

It is Posterior Pituitary Active Principle in isotonic salt solu- 
tion and is without preservatives. 

ampoules (small dose) are labeled, “Obstetrical and 
Surgical”. 

1 c. c. ampoules (full dose) are labeled, “Surgical and Ob- 
stetrical”. 


Either in an emergency. 


Literature on request 


ARMOUR 4 COMPANY 


CHICAGO 
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MEDICINE 


INTERNAL DISEASES, PEDIATRICS, NEUROLOGY, 
DIAGNOSTIC METHODS, ETC. 


BRIGHT’S DISEASE WITH SPECIAL 
REFERENCE TO TREATMENT* 


By Henry A. CHRISTIAN, M.D., 
Boston, Mass. 


This is a subject of universal interest to 
the practititioner of medicine. He can go 
but a little way on his road without en- 
countering the problems of this disease, 
which has a high place in the mortality 
statistics of towns, states and countries. 
I am to talk of a disease which you all 
know and which no inconsiderable propor- 
tion of you sooner or later may die of. 

It is a disease filled with interest for 
him that would delve beneath the surface 
and question the statement that seems so 
clear and definite in the printed text. It 
is a fascinating subject of inquiry for him 
who studies closely disease manifestations 
in his patients and ponders the cause of 
what he observes. Though recognized and 
described by Bright a hundred years ago, 
vast fields for investigation remain. 

In thinking of a disease entity I like to 
get a bird’s-eye view. To do so one needs 
to summarize the known important facts 
of the condition and to fuse them into as 
complete a picture as is possible. To make 
it a well defined picture bold strokes are 
needed, and many details must be omitted. 
It is much the same process as determines 
the preparation of the cartoons that the 
master artist boldly sketches in prepara- 
tion for the detailed work of the elaborated 
picture. 


‘ *Jerome Cochran lecture before Medical Asso- 
ciation of State of Alabama, Anniston, Ala., 
April 21, 1920. 


For such a sketch of nephritis we need 
to think of the kidney as an organ con- 
cerned alone in elimination. Its work is 
to remove from the body waste products, 
non-threshold substances, adequately di- 
luted so as not to injure the eliminating 
cells and at the same time to retain for 
the body’s further use such substances as 
can be further utilized in the body econ- 
omy, threshold substances. To accomplish 
this a complicated mechanism is required. 
Excretion must be brought about as a re- 
sult of physical filtration combined with 
selective reabsorption. The unit for this 
is a tuft of thin-walled capillaries and a 
filtration membrane composing the glome- 
rulus and a long twisted tubule lined at 
different levels by varying types of epi- 
thelial cells in close proximity to other 
capillary vessels. 

Nephritis, or Bright’s disease, in a path- 
ological sense consists in degenerative 
changes of a progressive nature in these 
renal structures, often accompanied by ex- 


udation and infiltration and followed by 


proliferation. As our present day knowl- 
edge stands, we can safely subdivide these 
changes into acute and chronic. We recog- 
nize that such changes cause certain symp- 
toms in our patients, but we can not cor- 
relate closely any particular structural 
change in the kidney with most of the man- 
ifestations of the disease. It would seem 
that our tendency is to pay too much at- 
tention to structural change in the kidney 
and too little to the manifestations of a 
general disease process which is not merely 
the resultant of renal lesion. 

To me the best working basis is afforded 
by a very simple clinical classification of 
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nephritis into acute and chronic with fur- 

ther subdivision of the chronic into cases 
with edema and cases withqut edema. We 
find considerable variation in the degree 
of severity of symptoms in the cases, but 
I believe to attempt to subdivide much fur- 
ther into types is more confusing than 
helpful. Possibly it is well to recognize a 
subacute type of nephritis. 

Variations occur in individual cases, 
chiefly representing degrees of severity of 
process, but such a simple clinical classifi- 
cation as suggested above suffices for the 
needs of present-day management of ne- 
phritic patients, and is about as far as our 
knowledge justifies us in going in subdivi- 
sion. 

As to etiology, we recognize that most 
of the acute cases arise as a result of 
acute infections and that we know very 
little of the cause in chronic cases. The 
majority of acute cases recover. Chronic 
cases rarely give a history of an antecedent 
acute attack. The many assigned causes 
of chronic nephritis can neither be denied 
nor accepted. We must admit that they 
are not proven. It is extremely unusual 
to encounter a case of chronic nephritis 
whose cause we can say we know. The 
very general assumption that chronic ne- 
phritis results from acute nephritis has no 
justification in observation. 

The relation of increased blood pressure 
to nephritis is important. Marked increase 
usually comes in cases without edema. In 
chronic nephritis with edema blood pres- 
sure is more apt to be but moderately ele- 

vated except in the end stages, when it 
may be very high. Usually in acute ne- 
phritis blood pressure is only moderately 
elevated. High blood pressure often oc- 
curs without demonstrable renal inef- 
ficiency, the so-called essential or vascular 
hypertension. Consequently it seems 
pretty evident that renal insufficiency is 
not the primary or only cause of high 
blood pressure, though in some way the 
two conditions are frequently associated. 
Finding a high blood pressure does not 
justify the diagnosis of chronic nephritis. 

The cause of edema in nephritis is un- 
known. There are many theoretical ex- 
planations; none of these explain all cases 
and treatment of edema based on any sin- 
gle theory often proves ineffectual. 
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By uremia we mean the toxic manifesta- 


tions, mainly cerebral, of nephritis. It is 
due to a purely hypothetical toxic sub- 
stance as to whose nature we know noth- 
ing, and whose existence even has no real 
proof. The diagnosis, uremia, is often in- 
correct; cerebral hemorrhage and other 
cerebral vascular disturbances are frequent 
causes of error in diagnosis in patients 
with hypertension. Uremia is most fre- 
quent in chronic nephritis without edema, 
but may occur in all forms of nephritis, 
acute and chronic. In acute nephritis it is 
not of very serious prognostic import; in 
chronic nephritis it is serious. 

Albumin and casts in the urine are found 
almost without exception in nephritis. 
Neither one nor both together are diag- 
nostic of nephritis. Both seem compatible 
with good health as shown by studies in 
the British Army and by studies carried 
out on college students. I suspect that find- 
ing albumin and casts in otherwise normal 
individuals has caused much needless alarm 
and interdicted much good business to in- 
surance companies. Even such strenuous 
conditions as life in the trenches seemed 
to do no harm to otherwise normal soldiers 
with albumin and casts in their urine, 
and they were no more liable to acute 
nephritis than their fellows. When albu- 
min and casts are found careful study 
should be made of the patient for other 
evidence of nephritis. If none are found 
limitations to exercise. and diet are not 
called for. 

We now have excellent methods of meas- 
uring renal function and their use in ne- 
phritic cases is very helpful, especially in 
prognosis, though useful in both diagnosis 
and treatment. ’Phthalein excretion, blood 
nitrogen determinations, variations in spe- 
cific gravity, amount of urine excreted and 
concentration of salt in specimens taken 
at frequent intervals are the methods of 
most usefulness. The first and last of 
these are simple enough to be used by 
every practitioner on patients in his home 
and should be much more generally ap- 
plied than is now the case. 

With this sketch of nephritis let us turn 
our attention to treatment. Treatment of — 
nephritis is purely symptomatic and 
largely empirical. Empiricism is being re- 
duced by degrees as we increase our 


‘ 


Vol. XIII No. 8 


knowledge of nephritis. Empirical treat- 
ment may be most excellent treatment, but 
it can be improved by increased knowl- 
edge. We can say, I think justifiably, 
that we have almost no etiological knowl- 
edge of nephritis that aids us in treat- 
ment. The structural concept of nephritis 
has not helped much in treatment. In- 
creased knowledge of renal function has 
improved treatment. Functional treat- 
ment is symptomatic treatment. 

What do we aim to accomplish in acute 
nephritis? Two things: to remove causes 
and retard progression of the disease. 
Most symptoms of acute nephritis take 
care of themselves without special treat- 
ment. In acute nephritis we need to recog- 
nize two things; almost all patients get 
well; they have very few uncomfortable 
symptoms. As already said, the cause 
most often lies in an acute infection. To 
remove the cause of acute nephritis, clear 
up the infection as rapidly as possible and 
prevent its recurrence.. To retard prog- 
ress, put the patient under the best condi- 
tions of general and renal rest. This 
means in bed with plenty of fresh air and 
a simple nutritious diet rather low in salt 
and proteid, but not an extremely re- 
stricted diet. Catharsis and sweating are 
not needed. Mild laxatives are indicated. 
Diuretics on a purely theoretical basis in 
most cases are not called for; if given they 
may do harm, so why use them? Edema 
is rarely marked enough to be even un- 
comfortable; it requires no special treat- 
ment except when present in marked 
amount. 

Uremia in acute nephritis occurs occa- 
sionally ; when present it needs treatment. 
As already stated, uremia is supposed to 
be the result of a hypothetical toxic sub- 
stance formed or retained in the body. 
Consequently on a theoretical basis we 
might either attempt to neutralize or de- 
stroy the toxic substance or increase its 
rate of elimination. We know of no means 
of neutralizing or destroying this hypo- 
thetical toxic substance. We can seek to 
Increase its rate of elimination by stimu- 
lating elimination through all possible 
channels of excretion. This we have to 
attempt because we do not actually know 
how the substance causing uremia is elim- 
inated from the body. As the toxic effects 
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are general rather than strictly local, we 
are justified in assuming the presence of 
the toxic substance in the blood. At any 
rate, bleeding is the promptest and most 
effective means we have of counteracting 
the symptoms of uremia, particularly those 
of acute uremia. Often it would seem that 
bleeding is actually a life-saving process. 

Elimination in uremia is further brought 
about by sweating, by active catharsis and 
by diuresis. Sweating is best produced by 
mechanical means, hot air baths, electric 
light sweats, hot packs or hot water 
baths. Drug sweating is rarely desirable. 
Occasionally in patients in whom sweating 
is very difficult to produce, a small dose of 
pilocarpin may be used to start the process, 
but it is not safe to resort to any extensive 
use of pilocarin. 

Saline cartharsis, best with magnesium 
sulphate, helps particularly in the more 
chronic types of uremia. Diuresis is best 
produced by increased fluid intake. I am 
extremely skeptical of the value of diuretic 
drugs in uremia. 

When there are active convulsions, these 
can be best controlled by light chloroform 
anesthesia. Morphin is frequently given, 
but I have the impression that on the 
whole its use is best omitted as a means of 
influencing the convulsive seizures of ure- 
mia. 

When we come to chronic nephritis, the 
problem is very different. Moreover, treat- 
ment should vary much with the severity 
or stage of the process and the symptoms 
shown by the patient. Since we have so 
little knowledge of the real causes of 
chronic nephritis, we can do but little on 
the basis of etiology toward preventing or 
retarding the progress of the lesion. If we 
can find areas of infection, so-called focal 
infections, their removal seems the very ob- 
vious thing. Undoubtedly, the presence of 
the infection is a harm to the body, and to 
remove it improves conditions. I doubt, 
however, whether any very direct effect on 
the nephritis is ever obtained. The pres- 
ent almost indiscriminate removal of ton- 
sils and extraction of teeth, to my mind, 
are fads run riot. It is practically only in 
adults that the question of tonsillectomy 
arises with chronic nephritis. If this is 
viewed as a serious surgical operation, re- 
quiring roughly six months for subsequent 
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return to normal equilibrium, then the 
physician has a good basis for his advice as 
to removal of tonsils, presumably infected, 
in a patient with chronic nephritis. If the 
tonsils are to be removed they must be re- 
moved completely and thoroughly, not par- 
tially and hurriedly, and this is why tonsil- 
lectomy is a real operation. If the patient 
is having repeated attacks of tonsillitis or 
has tonsils definitely infected, the opera- 
tion should be advised. When there is real 
doubt as to the tonsils being diseased, I 
say leave them alone in so far as any causal 
relation to nephritis is concerned. As to 
extraction of teeth, it is more a question of 
looks and convenience. However, God- 
given teeth, kept in good condition by a 
competent dentist, are more effectual or- 
gans of mastication than any variety of 
store teeth, and so are preferable. The 
x-ray which shows change at the tooth root 
is by no means diagnostic of apical abscess, 
and I am perfectly sure that daily great 
numbers of teeth are being uselessly ex- 
tracted. So I would say exercise great 
common sense on the question of tonsils 
and teeth in relation to chronic nephritis. 
The same view should apply for other pos- 
sible focal infections. 

Much of the management of the chronic 
nephritis hinges on the theory of physio- 
logical rest for the injured or overworked 
kidney. This theory is based in part on 
the idea that to a certain extent the kidney 
excretes from the body irritating sub- 
stances which in their passage through the 
kidney will irritate the renal cells. These 
may be reduced by excluding from the diet 
articles, such as those containing much of 
the extractives or foods highly flavored 
with condiments, whose digestion results 
in the formation of such irritating sub- 
stances. In part the theory is based on 
the idea that the kidney does a definite 
work in the excretion of various substances 
and this work may be decreased by de- 
creasing the ingestion of foods which in 
their breakdown go to make up these prod- 
ucts. Furthermore, certain substances, by 
reason of their structure, cause a greater 
amount of work in their excretion than 
other simpler substances, and by appro- 
priate diet the former substances, more 
difficult of excretion, may be replaced by 
the latter to a considerable extent. By 
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means of a relatively simple diet, rather 
low in proteid, very low in extractives, 
free of spices and other condiments, rather 
low in NaCl, and with moderate fluid con- 
tent, we can reduce to a relative minimum 
the amount of work the kidney is called 
upon to do, and so increase its opportunity 
for rest and repair. It certainly seems 
rational to think that there is less work 
required of the kidney in the excretion of 
a urine of moderate amount containing 
relatively little sodium chloride and other 
salts, urea, uric acid and other nitrogenous 
substances, etc., as contrasted to a more 
abundant urine richer in all of these in- 
gredients. Also it seems likely that the 
damaged renal cells have better opportu- 
nity for restoration when they are not 
overworked. 

To bring about physiological rest we se- 
lect a diet poor in proteid as contrasted to 
the average normal diet and poor in sodium 
chloride. Proteid calories are replaced by 
carbohydrate and to a less extent by fats. 
Fluid intake is set at a level of about 1,500 
c. c. per 24 hours. The exact degree of 
reduction in protein, salt and fluid should 
vary with the degree of the nephritic proc- 
ess. In milder cases combined with such 
dietary restrictions should go periodic 
baths of various sorts to cause moderate 
or marked sweating. Catharsis to give 
free, not loose, movements are needed for 
the average nephritic. Diuretics seem to 
have little place in the treatment. 

When uremia occurs in chronic nephritis 
it is to be treated as described under acute 
nephritis, only it is more important to be 
energetic in its treatment. 

Hypertension is frequent in chronic ne- 
phritis, but requires no particular thera- 
peusis other than the diet, baths, catharsis, 
etc., already described. Vasodilator and 
other drugs to lower blood pressure are of 
very little real use and I almost never 
use them. A high blood pressure causing 
marked symptoms may be relieved by 
bleeding. The above should not be taken 
to imply that high blood pressure and its 
symptoms are not relieved by treatment. 
The general management of the nephritic, 
as I have indicated, is also the best man- 
agement for the particular condition of 
high blood pressure. 

Edema in certain types of nephritis is 
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very annoying. Reduction in fluid intake 
and restriction of protein and especially of 
salt in the diet is indicated. In some cases 
the edema is closely parallel to salt intake, 
but in my experience the cases with edema, 
so easily controlled as by salt restriction, 
are rare. 

The high protein diet advised by Epstein 
for edematous nephritics, in my hands, has 
not given good results. Similarly the alka- 
line treatment of Fischer has been disap- 
pointing. Continued catharsis sometimes 
helps. When edema is marked mechanical 
removal gives prompt, but, as a rule, only 
temporary relief. 

In the nephritic the edema often is more 
the result of cardiac than renal disturb- 
ance, and in these cases digitalis in active 
dosage, alone or combined with a diuretic 
as sodiotheobromin salicylate or theophyl- 
lin, gives a very prompt and efficacious 
diuresis. With a normal heart and edema 
from renal insufficiency, I have never seen 
a diuresis from digitalis, and very rarely 
one from the diuretic drugs. 

In the time available I have been able 
to present the subject in but a sketchy way, 
with many omissions. If nothing more has 
been accomplished, I have at least stirred 
up some doubts in your minds as to the 
value of the removal of tonsils and teeth 
and the use of diuretic drugs in nephritis. 
Indiscriminate tonsillectomy and tooth ex- 
traction are useless and may be harmful. 
If you use diuretics, it is essential that you 
measure fluid intake and urine output in 
your patients and judge of the value of 
the diuretics on the basis of whether or 
not they actually increase the output of 
fluid from the body. If they do not act to 
cause a diuresis, then you are not justified 
in continuing their use in a given case. It 
is better not to have theories as to diu- 
retics, but to know actually what they are 
causing in the patient you are treating. 
This you can find out by simple observa- 
tion. It is absolutely wrong to diagnose 
nephritis on the basis of finding albumin 
and casts in the urine, or because of any 
single symptom or sign. Bright’s disease 
1s a general condition, not solely a disease 
of the kidneys. It must be recognized from 
observed general conditions. Some people 
treat a patient on the basis of a diagnosis, 
not on the basis of a knowledge of actual 
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conditions in that individual patient. This 
method of treating Bright’s disease is 
probably worse than no treatment. On 
the other hand, intelligent individual man- 
agement of the nephritic patient can ac- 
complish much. If this is your goal, then 
you need to study your patients thor- 
oughly. Simple means, such as are avail- 
able to each and all of you, are sufficient. 
It is not the methods which you are not 
in a position to use, but those which you 
can use but do not use, that are responsible 
for giving to your patients treatment less 
efficient than you are actually capable of. 


THE SIGNS AND SYMPTOMS OF 
HYPOPITUITARISM* 


By STEWART R. ROBERTS, S.M., M.D., 
Professor of Clinical Medicine, Emory 
University, 

Atlanta, Ga. 


The endocrine glands play such a large 
part in the physical life of every individ- 
ual, and diseases affecting them are so 
common, that the question of an endo- 
crinopathy should be present in the mind 
of every clinician as he studies a patient. 
Diseases of the thyroid gland, by virtue 
of its superficial position, and most fre- 
quently by gross ocular proof of pathology, 
are easily in the forefront of the endo- 
crinopathies, for even a layman can note 
a thyroid lump and a mother undue full- 
ness in the neck of her growing daughter. 
Superficial location and easy vision accent 
the importance of the thyreopathies. On 
the contrary, the inaccessability of the 
pituitary, the difficulty of approach by the 
surgeon, the anatomical division into two 
lobes and three parts, the variable hyper- 
and hypo-activities of the two lobes, the 
apparent influence on the thyroid, the ad- 
renals, the testes and the ovaries, the 
physiological changes in menstruation and 
pregnancy, constitute the most difficult 
problem for the clinician in endocrinology. 
The frequency of abnormal function of the 
pituitary is possibly too often overlooked. 
This paper is a plea for the persistent in- 
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clusion of this gland in the clinical reper- 
toire of the physician, and aims to accent 
the signs and symptoms of hypoactivity of 
the gland. 

The pituitary is essential to life. The 
crushing of the infundibulum produces 
death as certainly as a hypophysectomy. 
The secretion of the anterior lobe is dis- 
charged directly into the blood sinuses. 
The anterior lobe is more physiologically 
essential to life than the posterior, and its 
removal leads to a train of symptoms as 
glycosuria, polyuria, inactivity, unsteadi- 
ness, hypothermia, abnormal vertebral 
curve, slow pulse and respiration, tetanic 
contractions, lethargy, somnolence, coma 
and death. This lobe presides over somatic 
growth, activity and sexual development. 
Anterior lobe deficiency, either in experi- 
mental animals or clinically in acromegaly 
or tumor is proved by Cushing’s thermic 
reaction, an elevation of temperature by 
injection of anterior lobe extract. Incon- 
sistencies, experimentally clinically, 
appear in contrasting functions of the two 
lobes, and they can not be completely dif- 
ferentiated at present. 

Acromegaly is probably due to a hyper- 
activity of the anterior lobe. Infantilism, 
with sexual dystrophy, excluding infections 
and cardiopathies, intimates hypopituitar- 
ism, as illustrated by a man 31 years old, 
140 cm. ( 4 ft. 7 in.) tall, presenting at au- 
topsy only a few cells of an anterior lobe. 
Dwarfism, infantilism, “an adult in a small 
mould,” warrant a pituitary study. Hypo- 
pituitarism originating in adolescence may 
show failure of growth of long bones, fem- 
inine type pelvis and genu valgum, taper- 
ing hand, and prominence of the maxillary 
region. Animal growth after castration is 
probably due to pituitary hyperplasia and 
increased production of the hormone of 
growth. 

Pituitary hyperactivity produces thick 
skin, connective tissue hyperplasia, larger 
folds and deeper furrows, increased activ- 
ity of sebaceous and sweat glands, hyper- 
trichosis, thick nails, a cutaneous over- 
activity of glands and appendages. Hypo- 
pituitarism involves a cutaneous underac- 
tivity, as illustrated by a smooth, thin, al- 
most infantile skin, absence of perspira- 
tion and sebaceous secretion, no pitting, 
thinness or absence of axillary and pubic 
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hairs, or a feminine distribution of the hir- 
suties. Abundant head hair may be 
thinned. Falling hair after pregnancy or 
long illness is probably the result of a 
transient hypopituitary state. The nails 
are thin and the crescents may be absent; 
a peculiar smooth, marble pallor may over- 
lie a non-resisting skin. Pigmentation may 
develop and raise the question of associated 
adrenal insufficiency or ovarian disturb- 
ance. 

Drowsiness and somnolence are result- 
ants of pituitary deficiency, probably of the 
anterior lobe. This is illustrated by the 
case of a man thirty years of age, who suf- 
fered from drowsiness for eight months. 
At autopsy an anterior lobe tumor of un- 
differentiated anterior lobe cells, such as 
occur in hibernating animals, was found. 
After hypophysectomy, torpid animals are 
roused to normal activity by glandular in- 
jections. 

Young animals after hypophysectomy 
are usually sexually inactive, the males 
showing testicular atrophy and females 
never coming to heat. In girls of the Froe- 
lich type, amenorrhea, or quite delayed 
menstruation is the rule, and in both sexes 
infantile sex organs. Post-adolescent hy- 
popituitarism may develop amenorrhea or 
impotence with atrophy of the sexual or- 
gans. Pre-adolescent early sexual devel- 
opment intimates early and abundant cells 
of Leydig in the testis as well as pituitary 
and other endocrine influences. The ab- 
sence of secondary sexual characteristics in 
an adult, as for example one who is hair- 
less, beardless and has a child’s voice, a 
male who has the sex secondaries of a fe- 
male, or the reverse, indicate pituitary 
and gonadixal disturbances. 

Hyaline bodies are formed in the pars 
intermedia and pass through the pars 
nervosa into the cerebrospinal fluid. The 
posterior lobe, including the pars inter- 
media or its epithelial covering, contains 
hormones which raise blood pressure, dilate 
the pupil, cause diuresis, stimulate intes- 
tinal, bladder and uterine contraction, 
stimulate galactogenesis, stimulate the 
heart, and determine carbohydrate metab- 
olism. A hormone deficiency in this lobe 
shows hypothermia, with the accompany- 
ing slow pulse, respiration and low me- 
tabolism, the very metabolic opposite of 
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thyreotoxicosis. Such patients naturally 
complain of cold. 

Polydipsia and polyuria with dilute 
urine intimate diabetes insipidus, and are 
due to a posterior lobe deficiency of the 
renal hormone. Continued injections of 
pituitrin are almost specific, though lesser 
results may be had by oral administration. 
Polyuria with dilute urine in syphilis or 
cancer predicates gumma or metastasis of 
the same lobe and, after trauma, injury. 
Cancer of the breast, with later diabetes 
insipidus, caused by a cancerous nodule 
in the posterior lobe, is reported in two re- 
cent cases. Associated with the disease 
may be infantilism, hypotrichosis, adipos- 
ity (rarely), glandular stigmata and psy- 
choses. A recent case, daughter of an 
acromegalic mother, had diabetes insipidus 
and infantilism, passing 174 oz., or 5,220 
c. c., in 24 hours. This dropped to 64 oz., 
or 1,920 c. c., after one injection of pitui- 
trin. 

Tolerance for sugar is a _ diagnostic 
measure of posterior lobe activity. High 
tolerance means posterior lobe deficiency 
with increasing obesity. A clinician should 
never see a very fat person without think- 
ing of the posterior lobe. Continued intra- 
venous injections of piuitrin lead to ema- 
ciation and transient glycosurias. Injury 
or blood extravasation into the posterior 
lobe may cause glycosuria. Pregnancy, 
acromegaly, adolescence and _ cerebral 
trauma may have an associated glycosuria 
due to a posterior lobe influence. The 
' pituitary as well as the pancreas may cause 
diabetes. The blood sugar estimates this 
lowered basal metabolism. Bilateral lipo- 
matosis, Dercum’s disease with its four- 
fold adiposity, tenderness and pains, as- 
thenia and psychoses are probably due to 
deficiency of the hypophysis. 

Constipation in hypopituitary states is 
common, due to the deficiency of the pos- 
terior lobe hormone. The effect of pitui- 
trin on peristalsis is well known, and is 
of value in post-operative ileus and the 
meteorism of pneumonia and tuberculosis. 

Epileptic seizures and uncinate gyrus 
Seizures may result from pressure of a 
pituitary tumor on the gyrus, or may be 
dependent upon cortical irritability as a 
result of a hypopituitary state. The dried 
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glands may strikingly relieve such epi- 
lepsy. 

Menorrhagia without apparent cause 
from history or pelvic examination may be 
relieved by pituitary extract. The pitui- 
tary is probably antagonistic to the hyper- 
active ovaries that cause the menorrhagia. 

Pre-adolescent hypopituitarism is illus- 
trated by three types: 

1. The type Froelich: infantilism, adi- 
posity, sexual underdevelopment, with or 
without tumor, the adiposo-genitalis syn- 
drome. 

2. The type Lorain: infantilism, no adi- 
posity, infantile sex organs, secondary sex- 
ual characteristics deficient. 

3. Types that combine and reverse over- 
growth, obesity and sexual precocity. One 
recently in a negro boy showed adiposity, 
enlarged mammae, broad pelvis, genu val- 
gum, sexual precocity and overgrowth, 
with epileptic seizures. 

Post-adolescent hypopituitarism is rep- 
resented by: 

1. Females, marriage type. Sudden 
gain of weight, amenorrhea, the young 
married woman who becomes fat and re- 
mains childless. This condition may de- 
velop in a multipara with superinvolution 
and lactation atrophy, without change in 
the libido or external genitals. 

2. Males. Typical adiposo-genitalis in 
adults, obesity, feminine type breasts, 
body, hirsuties, genu valgum, hypotension, 
hypothermia with mental change from lan- 
guor to dementia or epileptic seizures. 

In any of these types tumor may occur, 
with the classic symptoms of increased in- 
tracranial pressure, headache, atrophy, 
choked disc, amblyopia, hemianopsia, ex- 
ophthalmos, nausea, vomiting. Any case 
with pituitary signs or symptoms and an 
intimation of pressure should be studied 
for pituitary or neighborhood tumor. 
Stereo rays of the sella are in order. The 
tumor may be of pituitary origin, adenoma, 
cyst, carcinoma, gumma, and may cause 
hyper- or hypoactivity of the gland. Neigh- 
borhood tumors of extra-pituitary origin 
with compression usually cause hypo- 
pituitarism. 

Therapeutically, the gland may be had 
in preparations of the anterior lobe, the 
posterior lobe, pituitrin, or the extract of 
the posterior lobe, and tablets of the whole 
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gland. Dosage after diagnosis may be em- 
pirical, but the gland should be given in 
sufficient doses for results. 


SUMMARY 


Undergrowth, dwarfism, dysgenitalism, 
feminine hirsuties, feminine type skeleton, 
lack of secondary sexual characteristics, 
genital atrophy and impotence, headaches, 
languor, weakness, may appear in varying 
degrees in different cases at different pe- 
riods. The classic signs and symptoms of 
hypopituitarism are subnormal tempera- 
ture, dry skin, adiposity, low blood pres- 
sure, slow pulse, constipation, amenorrhea, 
drowsiness, inactivity. Lack of attention, 
impairment of memory, actual dullness, 
mild psychoses to actual convulsive seiz- 
ures with epileptic attacks may occur. The 
cause may be glandular deficiency of one 
or both lobes, a pituitary tumor with dam- 
age of the gland, a neighborhood tumor or 
hydrocephalus with pituitary pressure. 
The symptoms of intracranial tumor may 
be more prominent than those of pituitary 
deficiency. Infantilism, dysgenitalism, 
obesity, symptoms of intracranial tumor, 
warrant pituitary study. 
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DISCUSSION 


Dr. W. H. Witt, Nashville, Tenn—There is 
hardly anything more brilliant, and nothing more 
interesting, in the history of medicine than the 
development of our knowledge of these so-called 
ductless glands. Beginning with the study of 
the thyroid, which was probably the first to be 
put on a definite basis, and from that to the study 
of the adrenals, a study of portions, at least, of 
the pancreas, and then taking up the study of the 
hypophysis, the pineal glands—all these consti- 
tute a brilliant thing in medicine; but as yet, it 
is really far from being thoroughly worked out. 

There has also been presented in a most re- 
markable way the interrelation between the ac- 
tivity of these different organs. This interrela- 
tion is one of the things that has made a per- 
fectly satisfactory study more or less difficult, 
but as time goes on these difficulties are grad- 
ually being surmounted. The individual practi- 
tioner, no matter where he is situated, whether in 
a city or country town, whether he has an oppor- 
tunity for very thorough scientific study or not, 
can contribute something toward the elucidation 
of this difficult problem. It was quite interesting 
to me to read a portion of a chapter in MacKen- 
zie’s book on heart disease as to the value the 
country practitioner could have in the study of 
anything in medicine. He may simply use his 
powers of observation and make clinical records 
from time to time so that the results of his ob- 
servations can be given for subsequent classifica- 
tion. MacKenzie maintains that what skill he 
has in the study of heart disease as a specialty 
has not been due to a large hospital connection 
and experience, but to close study of patients in 
private practice. In private practice we can in- 
terest ourselves in making careful records of all 
cases that show evidences of over- or underactivity 
of these glands. 
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Dr. Roberts has detailed to us the various 
symptoms, and they are multiple, that grow out 
of disturbances of the hypophysis. Whether they 
apply to the genital organs which they frequently 
do, to the ordinary secondary sexual characters, 
or to the bony frame, the mental states, the con- 
dition of the skin and its appendages—all of these 
things we can from time to time study and record 
in the observations of our individual cases. We 
can get autopsies when possible, and in time each 
one of us can contribute something towards the 
elucidation of the difficulties of the study of the 
hypophysis. 

Dr. Roberts (closing).—Attention has been 
called to the fact that in some of these pre-adoles- 
cent cases there may be enuresis (bed wetting). 
It is not a constant symptom, and it increases the 
difficulty of these cases. Nothing seems to be 
absolutely constant about them; they are variable. 

Lastly, I want to pay a passing compliment to 
the work of Dr. Harvey Cushing for his monu- 
mental monograph on the pituitary. It is possi- 
bly the acme of American research and a real 
contribution to the medicine of our time. It is a 
training in medical science to read the book, 
whether one gets anything out of his patient in- 
vestigation or not. 


THE TREATMENT OF VISCEROP- 
TOSIS* 


By F. W. WILKERSON, M.D., 
Montgomery, Ala. 


My excuse for writing a paper on this 
subject, already so well and so much dis- 
cussed, is the frequency with which one 
meets cases of visceroptosis, either neg- 
lected or improperly treated. I have noth- 
ing new or original to add to the treatment 
of this condition, but it has occurred to me 
that a discussion of it here might arouse 
our interest and stimulate us to greater 
efforts towards relieving these unfortunate 
patients. 

These people comprise a large part of 
our “chronics” who go from doctor to doc- 
tor without experiencing any relief. The 
symptoms of which they complain often 
seem merely nervous, or they may be re- 
ferred by the patient to some particular 
organ in the abdominal cavity. If the phy- 
sician’s examination is not careful and 
complete the patient, in the first instance, 
is put down as a neurasthenic and given a 
nerve sedative; or, in the second place, 


*Read in Section on Medicine, Southern Medi- 
cal Association, Thirteenth Annual Meeting, 
Asheville, N. C., Nov. 10-13, 1919. 
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treatment may be directed to the organ 
giving the most prominent symptoms and 
its relation to the whole abdominal cavity 
entirely overlooked. 

One sees many of these cases that have 
been operated upon for chronic appendi- 
citis, retroversion of the utérus and mov- 
able kidney, the result of the operation be- 
ing a temporary improvement in the symp- 
toms, followed after a very few months 
by a marked increase in their severity. If 
the surgeon had the after-care of these pa- 
tients as does the physician, I think opera- 
tion would be much less frequent. It would 
not take him long to see the futility of an 
operation on one organ when most of the 
abdominal content is involved. It is up 
to us as medical men to convince the sur- 
geon of the uselessness and, in many in- 
stances, the harm of operations for this 
ailment. 

Visceroptosis, enteroptosis, or Glenard’s 
disease, may be defined as a 
“prolapse or downward displacement of the stom- 
ach, right kidney, or both kidneys, and other or- 
gans of the abdominal ‘cavity which may be as- 
sociated with disturbances of the gastro-intestinal 
tract and pelvic organs, together with various 
nervous symptoms.” 

Normally, the viscera are kept in their 
proper positions by the abdominal muscles 
and the maintenance of the normal intra- 
abdominal pressure, in which the abdom- 
inal muscles also aid. Anything causing 
a loss of tone of the abdominal muscles, 
such as chronic wasting diseases, or any- 
thing causing a change in the intra-abdom- 
inal pressure as the emptying of the uterus 
in childbirth or the removal of a large ab- 
dominal tumor may result in visceroptosis. 
There are three varieties of cases—the con- 
genital, the acquired, and a class, probably 

the largest of all, in which a congenital 
predisposition and acquired factors coex- 
ist. In the congenital cases there is a con- 
stitutional defect present. These cases 
have a long, narrow thorax, acute costo- 
chondral angle and many of them have a 
floating tenth rib, the so-called “habitus 
enteroptoticus.” The diaphragm and liver 
are pushed down. Bassler has said that 
this form of splanchnoptosis is a “status 
of debility” and “represents to a more or 
less degree poor tissue soil in early life.” 

The chief factors in the production of 
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the acquired type as given by Kemp are: 
(1) various skeletal deformities, such as 
spinal curvature, rickets, kyphosis and 
kypho-scoliosis; (2) intrathoracic pres- 
sure on the diaphragm from effusions, tu- 
mor, etc.; (3) intra-abdominal tumors or 
leukemic enlargement of the spleen; (4) 
chronic dilatation of the stomach; (5) ad- 
hesions attached to movable viscera; (6) 
compression of the thorax by tight lacing, 
poor corsets, etc.; (7) relaxation of the 
abdominal muscles and consequent diminu- 
tion of intra-abdominal pressure. This 
latter may result from loss of weight and 
muscular tone from any cause, as chronic 
infections, the wasting diseases or the re- 
iaxation and decreased intra-abdominal 
»ressure following the emptying of the 
uterus at time of confinement. This is a 
most important factor in many of the ac- 
quired cases, the ptosis resulting being 
known as Landau’s disease. I am sure 
you all have seen many cases of viscerop- 
tosis in women whose symptoms dated 
from the time of their first confinement. 
The stomach, duodenum, colon, especially 
the transverse colon, and right kidney are 
usually all involved, though each may be 
involved alone. The stomach can not be 
said to be ptotic unless the lesser curva- 
ture is below the umbilicus with the pa- 
tient in the upright position, for in chronic 
dilatation and other conditions the greater 
curvature may be well down, while the 
lesser curvature is in the normal position. 


Fairly marked grades of visceroptosis 
may exist without the production of symp- 
toms, and on the other hand severe symp- 
toms may result from slight ptosis. This 
is probably a result of the underlying con- 
dition and depends, too, on whether or not 
there is interference with the motor func- 
tions of the gastro-intestinal tract. These 
patients are usually nervous, anemic and 
complain of being very weak. They often 
are dizzy, have palpitation and dyspnea 
on exertion and suffer much from head- 
ache and backache. Constipation is the 
rule. Depression and irritability are com- 
monly present. They usually have a poor 
appetite and suffer from flatulence and 
fullness after eating. Many females have 
dysmenorrhea and many have frequency 
of urination, especially on standing, with 
often a sensation of dragging in the lower 
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abdomen, which they describe by saying 
they felt as if everything would drop out 
of the abdomen. Gastric analysis may 
show a normal content, hyper- or hypo- 
chlorhydia, or even achlorhydria. 

One patient seen by me recently with a 
movable kidney had a typical Dietls’ crisis. 
The trouble is very often referred by the 
patient to the kidneys because of the per- 
sistent backache. Symptoms may be re- 
ferable to other organs in the abdomen and 
there may be neurasthenic pains in vari- 
ous parts of the body. Many patients con- 
sult their physician thinking they have 
heart disease, because of the palpitation 
and dyspnea with which they suffer. 

On physical examination certain well- 
marked characteristics are present. The 
ptotic patient is usually anemic and poorly 
nourished, with, in the congenital type, a 
long, narrow chest, with a very acute costa- 
chondral angle. In a certain small per- 
centage of cases the patients are fairly 
stout. The abdomen in the upright posi- 
tion is likely to be concave from the umbil- 
icus to the ensiform and protuberant from 
the umbilicus to the symphysis, due to the 
fact that the stomach and much of the 
large intestines are in this area. 

The pulsation of the abdominal aorta 
above the umbilicus can often be seen and 
usually felt. This is almost pathognomonic 
of the condition. In many cases, especially 
those occurring after labor and after the 
removal of large tumors, there is marked 
diastasis of the recti. The right kidney 
can usually be felt and in extreme degrees 
the whole kidney comes between the pal- 
pating hands. 

The x-ray, of course, is the most val- 
uable means of recognizing the exact 
amount of ptosis. This may show the 
stomach to be any one of the variously de- 
scribed types, as the fish hook, water trap, 
etc., and many show it to be only slightly 
ptosed, or may show such an extreme de- 
gree of ptosis that it is far down in the 
pelvis. The transverse colon also may be 
down in the pelvis and, in marked cases, 
the right kidney. The x-ray also gives us 
valuable evidence as to the amount of in- 
testinal stasis that is present. 

Very little can be done toward preven- 
tion of the congenital type of visceropto- 
sis, and these cases are the hardest to re- 
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lieve. Much can be done, however, to pre- 
vent the acquired type, especially that fol- 
lowing confinement. The wearing of 
proper corsets and attention to the main- 
tenance of nutrition and physical strength 
following chronic illnesses will prevent a 
certain number of cases. All patients 
having the “habitus enteroptoticus” should 
be carefully watched to prevent the devel- 
opment of symptoms. Their nutrition 
should at all times be maintained and 
every effort made to see that their bodily 
vigor is kept at its maximum. 

Not many obstetricians realize how much 
the post-partum treatment can do to pre- 
vent Landau’s disease. The parturient 
woman should have a well-fitting abdom- 
inal binder applied as soon after the labor 
as possible, reaching from the middle-third 
of the thigh to the ensiform. This should 
be kept up all the time she is in bed and 
when she gets up a good corset or 
well - fitting binder applied and should 
be worn for several months. This 
gives much support to the weakened, re- 
laxed abdominal muscles during the time 
they are regaining their tone, and, if gen- 
erally adopted, would do much toward pre- 
venting many cases of visceroptosis. Sev- 
eral weeks after labor light exercise and 
gentle massage, both of which strengthen 
the abdominal muscles and improve the 
general tone of the body, may be begun. 

Once the condition has developed, the 
indications for treatment are to give 
strength and proper mechanical support to 
the adominal wall, to increase the amount 
of fat in the abdominal cavity, and to build 
up the general condition. The intra-ab- 
dominal pressure is raised by strengthen- 
ing the abdominal muscles and by the ac- 
cumulation of fat within the abdomen, this 
latter giving support to the stomach and 
other ptosed organs. As a general rule, 
treatment directed along these lines will 
largely correct the various nervous, gastro- 
intestinal and cardiac symptoms of which 
these patients complain. 

For purposes of treatment the cases may 
be classified as (1) those which can be 
given ambulatory treatment and (2) those 
which require a preliminary period of rest 
in bed. The general principles of treat- 
ment enumerated are followed in both 
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cases, the mild cases coming within the 
first class, the severe ones in the second. 

Many forms of mechanical support have 
been devised, but all have the same basic 
idea that they give most of their support 
below the umbilicus so that the ptosed or- 
gans will be displaced upwards. These 
supports may be of adhesive plaster or 
may be especially made corsets or binders. 
The adhesive plaster support suggested by 
Dr. A. Rose is one of the best. 


_ “In the selection of this belt the plaster is cut 
in lengths long enough to overlap across the back. 
It is then folded end to end and cut from the 
lowest edge in front to the upper part of the ends 
of the strip. 


(Taken from Bassler.) 


This makes three pieces of plaster. Piece A 
is then applied first by sticking the pointed end 
as low on the front of the abdomen as possible 
and then swinging the small ends as tight and as 
high as possible to lie flat around the body in the 
rear, one overlapping the other across the back. 
The lower edges of ti%is piece should not include 
the crests of the ilea. The lower strips are next 
applied low from the hypo-gastric region, across 
the inguinal, over the iliac and across the back 
over the under piece.” 

The original strip should be seven inches 
wide and a yard long. Or a support made 
of narrower straps, applied obliquely, over- 
lapping in the midline in front and over the 
spine behind, may be used very satisfac- 
torily. These should extend from the sym- 
physis to the umbilicus and the lower ab- 
domen should be held up while they are 
being applied. ; 

The advantages of these adhesive plas- 
ter supports are that they can be used on 
very thin people whose scaphoid abdomens 
could not be supported by a corset or ab- 
dominal binder because of the protuberant 
spines of the ilia. Their disadvantages are 
that they cause such irritation of the skin 
that they can not be left on longer than 
a few weeks. Many men use these for sev- 
eral weeks and follow them with a binder 


or corset. 


“A corset of the proper kind should be long 
enough to come down over the pubic bone and 
crests of the ilia, should not come up high on the 
thorax, and should be loose enough above the um- 
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bilical line to allow for full play of the lungs and 
the organs immediately below them, all of which 
rise and fall with respiration.” 

All corsets should be made to measure 
and accurately fitted to the body. In the 
majority of my cases I have found that 
a well-fitting abdominal binder answered 
satisfactorily. I use a linen mesh Storm 
binder, all binders being made to order. 
Whether the binder or the corset be used, 
it should be worn for months, or perhaps 
several years, until the abdominal muscles 
have regained sufficient tone to do their 
part toward maintaining the correct intra- 
abdominal pressure and giving proper sup- 
port to the contained viscera. Both binder 
and corset should always be applied with 
the patient in the recumbent posture and 
with the knees flexed, which allows the 
viscera to reach as nearly as possible their 
normal position and be held there after the 
support is applied. 

The tone and strength of the abdominal 
muscles should be developed by massage 
and proper exercises, descriptions of 
which can be found in almost all the stand- 
ard text books. It is not wise to employ 
these exercises in the early stages of the 
treatment, for they might have a tendency 
to reduce weight instead of adding to it, 
although massage may be employed from 
the beginning. 

The second indication of treatment, 
namely, the increase of fat in the intra- 
abdominal cavity, can be met by so-called 
superalimentation, or forced feeding. The 
foods employed should have the maximum 
nutritive value for their bulk and the quan- 
tity taken should depend to some extent 
on the amount of atony present as revealed 
by the x-ray and other tests. In a case 
with much atony of the stomach it is bet- 
ter to employ small amounts of food at 
rather frequent intervals, while with a nor- 
mally active organ larger quantities can 
be given at longer intervals. In my per- 
sonal experience it has not seemed neces- 
sary to give much consideration to the gas- 
tric analysis in arranging the diet, though 
some authorities claim that this is essen- 
tial. In an ambulatory case it is better for 
the patient to lie flat of his back for 30 to 
45 minutes after each meal, especially after 
the largest meal of the day. Milk and eggs 
should form quite a large part of the 


‘SOUTHERN MEDICAL JOURNAL 


August 1920 


dietary, and in a case with fairly normal 
motor activity of the gastro-intestinal 
tract, I usually outline a diet somewhat as 
follows: 

Breakfast — Cereal with cream and 
sugar; two eggs; bacon; bread or toast 
and butter; milk, or weak coffee with large 
amount of cream. 

10:00 or 10:30 a. m.—Glass of milk with 
an egg. 

Dinner—Large helping of meat or fish; 
rice or baked or mashed potato and at 
least one other vegetable; bread or toast 
and butter; vegetable salad with olive oil 
dressing; glass of milk; dessert made of 
milk and eggs, as custard, pudding, ice 
cream. 

4:00 or 4:30 p. m.—Glass of milk with 
an egg. 

Supper—Cereal with cream and sugar; 
two eggs; jain, jelly or stewed fruit; bread 
or toast and butter; vegetable salad with 
olive oil dressing; dessert, as for dinner, 
if desired; glass of milk. 

Bedtime—Glass of milk. 

No soups are permitted and the intake 
of fluids should be limited, especially at 
meal time, when not over 8 ounces should 
be allowed. It is important that the food 
be chewed well and slowly. 

Many of these patients who have suf- 
fered for years with flatulence and other 
dyspeptic symptoms are really undernour- 
ished, due to the fact that they have dis- 
carded so many articles of food that they 
have thought disagreed with them. It is 
often astonishing to find how little they 
have eaten over a considerable space of 
time. Frequently it is difficult to convince 
them that they can take so much food 
without being made sick, but it is very im- 
portant to stress this fact in advising 
them. In the early days of the treatment 
they often complain of fullness after eat- 
ing and say they can not possibly take the 
diet ordered, but it is astonishing to see 
how rapidly this passes off. It is fre- 
quently only a few days before they act- 
ually become hungry and impatient for 
each feeding time. 

In cases with a severe degree of gastric 
atony, these large amounts of food can not 
be given at first; it is wise to begin with 
milk and eggs, given at three-hour inter- 
vals, other articles of diet being added 
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gradually as the gastric atony and general 
condition of the patient improve. The bed 
cases should remain in bed from three to 
six weeks, depending on the rapidity of 
improvement, and in both the ambulatory 
and bed cases the diet should be adhered 
to for several months, else the initial ben- 
efit may be lost. The lowest weight gained 
in any of the cases I have treated has 
been five pounds, the maximum thirty. 

After the bed case gets up the treatment 
should be continued as in the ambulatory 
case, and it is needless to add that his life 
should be carefully regulated for a time 
so that he gets plenty of sleep, fresh air, 
etc. The abdominal supporter should be 
used whenever the patient is not in the re- 
cumbent position. 

In practically all of my cases I employ 
some form of arsenic, strychnine and 
iron. There is not much need of medi- 
cine, however, except for the relief of spe- 
cial symptoms. Hyper-acidity should be 
treated with alkalies, hypo-acidity, or 
achlorhydria demands hydrochloric acid, 
and sleeplessness, severe nervousness, etc., 
their appropriate medication. Constipa- 
tion may be treated by any of the approved 
methods, including mineral oil, agar, bran, 
etc., etc. 

Surgery has no place in the treatment 
of visceroptosis, unless it be for the cor- 
rection of severe symptoms not amenable 
to medical treatment, as Dietls’ crisis, aris- 
ing from torsion of the pedicle when the 
kidneys are freely movable or persistent 
constipation resulting from angulation of 
the intestines due to kinks, adhesions, etc. 

Suggestion plays an important part in 
the successful treatment of this condition. 
Most of these patients are nervous, more 
or less inclined to be hysterical and pes- 
simistic. Many of them, after having gone 
from doctor to doctor without relief, have 
almost lost faith in our profession and 
have become chronic invalids. It is im- 
portant to encourage them, to convince 
them that they can be cured, and to change 
their pessimism to a healthy optimism. 
Tactful handling, constant encouragement 
and suggestion from the physician will do 
much toward this end. 

All cases of visceroptosis can not be 
cured, but about two-thirds can be given 
permanent relief, the other one-third tem- 
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porary relief. This means much to a large 
class of sufferers. The condition is so eas- 
ily recognized and can be so readily treated 
that it is a great pity more attention is 
not paid to it by the majority of the pro- 
fession. The difference between a case 
before and after treatment is striking. 
Most of the nervous symptoms are gone, 
the patient feels stronger and more ener- 
getic, has a better appetite and a more 
cheerful outlook on life. He can do his 
work with comparative comfort and is 
more grateful for his improvement than 
people with almost any other condition of 
which I know. 


DISCUSSION 


Dr. W. A. Dearman, Long Beach, Miss.—In the 
last few months I have seen some cases of gas- 
troenteritis, visceroptosis and splanchnoptosis, and 
I know in past years I have failed to recognize 
a good many of these cases. They were recorded 
in my history sheet and diagnostic studies as 
neurasthenics. I make it a rule in cases of 
emaciated individuals, especially in women, to al- 
low them to stand up and inspect the abdomen, 
and as a rule I find a sulcus underneath the um- 
bilicus and the abdomen is tense and the in- 
testines are down in the pelvis. 

We think of shortening the round ligaments 
for prolapse of the uterus. We have gastroptosis, 
enteroptosis and hepatosis. When we have sus- 
pended the kidney or the uterus, we think each 
operation is a specific according to the men who 
initiated these operations. We find that patients 
go from one surgeon to another until practically 
everything in the abdominal cavity is suspended 
that can be suspended and we have been losing 
time. I want to say to you that in past years 
of the cases of prolapse of the uterus that I have 
referred to the surgeons, 95 per cent came back 
to me in the course of three or four years with 
the same condition. Why is it? When we think 
of the inconvenience and the dangers of an ab- 
dominal operation, it seems to me we should try 
to conserve the interests of those people who come 
under our observation and care. 

I have had half a dozen cases, I presume, in 
the last six months in which special roentgeno- 
logical studies were made, and in some, marked 
visceroptosis was found, while in others the 
visceroptosis was hardly discernible. I have sent 
these people over to the instrument house to 
have a belt made to support their abdomens. I 
remember a Swede with visceroptosis who wants 
to put his arm around my neck every time he 
meets me on the street. In his case I suggested 
constitutional measures, regulated his diet; I put 
him on large doses of nux vomica to increase his 
muscular tone. The relief in his case was very 
marked. Such treatment will save many ‘cases 
from operation and give them almost immediate 
relief. 
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Dr. Stewart R. Roberts, Atlanta, Ga.—Since 
Elennard wrote his wonderful monograph on en- 
teroptosis, it has been to us more of a name than 
a condition that we should face. Particularly in 
the South is this subject inyportant. Women in 
the rural districts, who bring forth children with 
great rapidity, who have perineal lacerations that 
are not repaired, slowly but surely develop gen- 
eral visceroptosis. Later there is interference 
with the appetite and the subsequent development 
of pellagra. I have seen many of these cases 
among multipara, with perineal lacerations of 
the second or third degree, particularly of the 
second degree, with long-standing visceroptosis, 
loss of appetite and subsequent pellagra. 

The first thing the medical man should remem- 
ber, it seems to me, about visceroptosis is that as 
a rule it is not an operative condition. The sec- 
ond proposition is that it is a nutritional prob- 
lem. If it be a woman and there be perineal 
laceration, the laceration should be repaired, but 
there should be no abdominal operation. Some- 
times in these cases, even, that should be post- 
poned until the patient gains flesh and is built 
up. I know of no more expressive phrase than 
the one “built up.” It means something. Some- 
times after these abdominal operations, when the 
pellagrous tendency is not realized, the operation 
will precipitate or hasten a latent pellagra. 

I am glad the previous speaker referred to the 
belt. I have been getting better results by send- 
ing these patients to a corset tailoring establish- 
ment, particularly the women, and having them 
fitted with a straight front corset. It comes far 
down to the junction of the upper and middle- 
thirds of the thigh and is not too high. 

Another thing that is helpful to these patients 
is large quantities of fruit, and I want particu- 
larly to call attention to nux vomica that the 
doctor very wisely referred to. Not many drugs 
are of much service, but since Musser began to 
give tincture of nux vomica in large doses and 
Cabot followed him, it has come to be realized 
as one of the really great drugs. 

I give the present strong tincture of the new 
pharmacopeia, as much as thirty drops, three 
times a day, after meals. I have seen some of 
my medical friends give as much as ninety drops 
of the tincture of nux vomica three times a day 
without disturbance. I should not recommend 
such doses, but beginning with ten and fifteen 
drops and going up to twenty-five or thirty is of 
value. It does increase the general muscular 
tone, although I am not prepared to admit it is a 
cardiac stimulant. Some of these cases never im- 
prove until they are put to bed and given forced 
feeding, particularly with cream, milk and eggs. 
A third practical point arises here. A slender, 
emaciated person, particularly one after child- 
bearing, can be made to gain from ten to fifty 
pounds by putting her to bed and giving her 
three meals a day. First, they have nothing to 
do with what is brought them. We usually look 
after them. Second, it is their part to swallow, 
and if they swallow it will go down, whether they 
want it or not, and surely we both can rejoice in 
the results. We can give these patients six to 


eight glasses of sweet milk a day or in twenty- 
four hours and as many fresh eggs per day, or 
more of both. 
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Dr. Allan Eustis, New Orleans, La.—I did not 
expect to discuss this paper, but it covers a ques- 
tion which is of such importance to the general 
practitioner that I can not allow certain state- 
ments to pass unchallenged. I think that we 
often make a mistake in discussing a subject like 
visceroptosis when we make a broad statement 
that it is never a surgical condition. I have been 
especially interested in visceroptosis, as many of 
you know, and I can state positively that certain 
cases of visceroptosis are essentially surgical. 
There are a large number of these individuals in 
whom the colon is so low that no form of ab- 
dominal supporter is able to have any influence 
on the ptosis. Any form of belt will simply push 
the colon back into the pelvis, as I have seen quite 
often when skiagraphs are taken after an opaque 
meal with the belt in position. 

It is all very well to advise putting them to 
bed and feeding them up, but again a great num- 
ber are laboring people and first of all are unable 
to spare the time for a rest cure and are often 
unable to secure good milk, much less cream. 
These particular types of visceroptosis have done 
better after operation, but the results will de- 
pend upon the surgeon and the type of operation 
performed. I can say this frankly, as I do no 
operating myself, and am in a position to judge 
the results of the several surgeons operating upon 
my cases. The best results have been in those 
cases in which the entire cecum and ascending 
colon have been removed and the terminal ileum 
anastomosed with the hepatic flexure, but this is 
a formidable operation and not to be undertaken 
by one inexperienced nor lightly to be recom- 
mended. It is only after all other methods fail 
that surgery should be resorted to. 

As regards the diet, we often make a mistake 
when we simply say “feed these patients,” and I 
differ with Dr. Roberts in advising that they be 
forced to eat whether they want the particular 
article of diet or not. We get better digestion 
and absorption of nutritive material if the pa- 
tient is eating something he likes than one for 
which he has a disgust, and especially is this 
true of milk. Milk in certain cases is well borne, 
but in my experience buttermilk is better digested, 
and its caloric content can be raised by adding 
cream and sugar of milk. Dr. Wilkerson advo- 
cates giving meat. In these cases most of the 
subjective symptoms are due to absorption of 
intestinal toxins and the tendency to develop them 
must be constantly guarded against. Meat, there- 
fore, in my opinion, is contraindicated. It is a 
mistake that is very prevalent to consider eggs 
and meat as fattening food. Carbohydrates and 
fats are the fattening foods and should form the 
greater part of all cases of visceroptosis. 


Dr. John W. Scott, Lexington, Ky.—lIn advo- 
cating concentrated foods in this condition one 
loses sight of the great importance of foods leav- 
ing a considerable undigested residue, the so- 
called “fodder” foods, the “roughage” of stock- 
men. 

Attention has been called to the important 
part played here by stasis of the intestinal con- 
tents; it seems to me that a diet consisting 
largely of cream and eggs and meat with its low 
residue, high protein and acid ash will not only 
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promote such stasis, but add to it a very trouble- 
some acid intoxication. 

Vegetable foods such as cauliflower, spinach, 
asparagus, potatoes, green peas and also the 
stewed fruits are, I believe, a very necessary ad- 
dition in order to balance the high protein foods 
advocated by the essayist. 

As Dr. Eustis has said, the pig is fattened on 
corn, but we do not make the mistake in feeding 
the pig that we make in feeding ourselves, of 
separating from the grain all of the husk. We 
do not feed him patent flour. Highly concen- 
trated food must be balanced by food of large 
bulk and low nutritive value. 

Dr. Wilkerson (closing).—My reason for read- 
ing this paper was to bring to the attention of 
the men in general practice this subject and get 
them to pay more attention to it, and to recognize 
the condition or conditions more frequently than 
they do now. These people ‘can be treated by 
any physician; the vast majority of them can be 
relieved as successfully in the country as in a 
good hospital, and there are thousands of women 
who would be better off if the medical man would 
be a little more careful and a little more particu- 
lar in recognizing and treating this particular 
condition. 


COMPARATIVE STUDY OF GASTRIC 
MOTILITY AS DETERMINED BY 
THE ORDINARY TEST MEAL 
AND SIX-HOUR BARIUM 
RETENTION* 


By HARVEY G. BECK, M.D., 
JOHN EVANS, M.D., 
Baltimore, Md. 


Secretion, motility and absorption are 
the chief functions of the stomach. From 
a clinical point of view the motor function 
is the most important; the secretory stands 
second, while that of absorption plays a 
comparatively unimportant role. Since the 
introduction of roentgenological methods 
of diagnosis, disturbances of the motor 
function of the stomach have assumed 
much more clinical significance. No gas- 
trointestinal examination is complete with- 
out determining this function. 

Numerous methods have been devised 
for the determination of the motor func- 
tion. These may be grouped under three 
general heads: 

1. Those which depend upon the applica- 
tion of the stomach tube with the use of a 
test dinner, test supper or test breakfast. 


*Read in Section on Medicine, Southern Medi- 
cal Association, Thirteenth Annual Meeting, Ashe- 
ville, N. C., Nov. 10-13, 1919. 
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2. Indirect tests which consist of intro- 
ducing into the stomach substances insolu- 
ble in acid gastric juice, but soluble in the 
alkaline intestinal media, where they are 
split up into simpler substances which can 
be recognized by tests in the excretion.* 

3. Roentgenological methods: fluoro- 
scopic and radiographic. 

Although the x-ray has practically sup- 
planted all of the indirect methods, the test 
meal is still considered the best by some of 
the greatest authorities. The oldest method 
is that of V. Leube,' which consists in 
washing out the stomach six or seven hours 
after a large meal (dinner). 

Various test suppers have been advo- 
cated which include, among other foods, 
such articles of diet as rice, cranberries, 
raisins, currants, etc. The stomach is 
washed out in the morning to ascertain if 
any of these articles remain as residue. 
The Ewald test breakfast has been used for 
the same purpose by washing the stomach 
within two hours when it should be emp- 
tied, if the motility is not impaired. 

The regular technic of an ordinary test 
breakfast has also been employed. This 
method is the most desirable and practical, 
in as much as both secretory and motor 
functions can be determined at the same 
time, and with one introduction of the 
stomach tube. However, two difficulties 
encountered in all the former methods, as 
suggested by W. Wolff, had to be over- 
come, namely: 

1. The difficulty of removing the con- 
tents absolutey without residue. 

2. The inability of determining in what 
proportion the food residue and the gastric 
secretions exist in gastric contents ob- 
tained. 

It is therefore clearly evident that any 
method devised to completely empty the 
stomach of its contents will remove both 
objections, and make it possible to deter- 
mine accurately both the secretory and 
motor functions by the usual test meal. 

This can readily be accomplished by a 
method introduced several years ago by 
one of the writers,? which consists of as- 
pirating the stomach contents by means of 
a partial vacuum apparatus. 


*(a) Ewald and Siever’s salol test. 
(b) Fleisher’s iodin test. 
(c) Winkler and Stein’s iodipin test. 


ot 

'S- 

al 

e- 

ve 

ce 

it 

n 

rf 

n % 

n 

e 

) 

» 

| j 


560 


SOUTHERN 


Since the introduction of Kussmaul’s 
stomach pump, which is now of historical 
interest only, numerous methods and de- 
vices for aspiration and lavage have been 
in vogue. These comprise the Ewald and 
Boas bulbs, Friedlieb apparatus, Strauss 
apparatus, aspirating bottles, simple ex- 
pression, etc. All these methods lack two 
salient features: 

1. The ability of applying continuous 
suction. 

2. The means of graduating the amount 
of suction employed. 

Gross* in 1893 was the first to attemnt 
to meet the latter requirement by attach- 
ing to a small stomach tube and a modified 
Politzer bag a U-shaped mercury manome- 
ter. This proved impractical, because the 
apparatus was too cumbersome, and a uni- 
form degree of suction could not be satis- 
factorily obtained with an aspirating bulb. 

The apparatus used in our clinic consists 

of a filter pump connected by means of 
heavy rubber tubing with an ordinary 
vacuum gauge to which is attached a spe- 
cially constructed valve for adjusting the 
degree of vacuum. Uniform and continu- 
ous suction to any degree desired, as ex- 
pressed in inches of mercury, can thus be 
obtained. The water spigot serves for 
coarse adjustment, the valve designated as 
the vacuum regulator for fine adjustment 
as well as for a safety device, which makes 
it impossible to exceed the amount for 
which it is adjusted. For withdrawing 
stomach contents an ordinary wash bottle 
(500c.c. Erlenmeyer flask) is attached with 
heavy tubing to the apparatus which is set 
for a vacuum of five inches of mercury. A 
large size stomach tube (38 French) is 
connected with the wash bottle and also a 
piece of rubber tubing of sufficient length 
for one end to rest on the floor. Suction 
is started after the stomach tube is intro- 
duced by compressing the tube on the floor 
with the foot; it is released by removing 
the foot. Thus both hands are free to 
manipulate the tube. 


The test meal employed is the one in use 
at the Mayo Clinic. It consists of six “Ar- 
rowroot Biscuits,” a glass (200 c. c.) of 
hot water and an equal amount of cold wa- 
ter. The “Arrowroot Biscuits” have the 
advantage of being palatable, uniform in 
weight, and always thoroughly disintegrate 
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in the stomach, which is a matter of con- 
siderable importance for completely empty- 
ing the stomach. The test breakfasts are 
always given to the patients in the office 
and the time, until they are removed, is 
carefully recorded. The stomach is thor- 
oughly washed out after aspirating the 
test meal in order to determine whether it 
has been completely emptied. 

To patients with a history suggesting 
retention, a supper consisting of broth, 
steak or lamb chop, potatoes, and a roll 
is given the night before and one hour 
later a dozen or more seedless raisins. 


Partial Vacuum Apparatus for Aspirating 
Stomach Contents 

A—Filter pump. 

B—Vacuum gauge. 

C—Vacuum regulator. 

D—Collecting flask. 

E—Rubber tube to floor for controlling suction 
with foot. 

F—Stomach tube. 


These are always searched for as residue 
in the stomach washings, after the re- 
moval of the test meal the next morning. 
Comparing the results of 100 consecutive 
test meals removed by the expression 
method or with the use of a Boas bulb with 
100 consecutive test meals removed by the 
partial vacuum method, the figures show 
that with the former method the average 
content removed was 86 ¢. c., and the aver- 
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age time for the meal was approximately 
45 minutes, whereas with the latter method 
the average content removed was 92 ¢. c., 
and the average time for the meal was ap- 
proximately 51 minutes. 

If allowance be made for the difference 
of time the contrast between the two meth- 
ods is more striking. In a series of over 
100 examinations the fifty-minute meals 
averaged 27 c. c. more than the sixty. 


TABLE I--DUODENAL ULCERS 


< a < 
| 
1 | 60 | 130 | Small | 76-92 
2 | 50 70 0 | 418 
60 50 0 70-90 
60 | 110 | Large | 76-88 
5 ns) 60 0 | 32-58 
6. | 60 115 0 44-62 
| 60 70 0 40-60 
60 130 | Medium) 36-56 
9. | 60 100 0 42-54 
10 | 60 190 | Small | 48-60 


The normal emptying time of the stom- 
ach is about two hours. It has been esti- 
mated that a stomach with normal motility 
should not contain more than 100 c. c. one 
hour after the usual test breakfast. 

For retention studies both fluoroscopic 
and roentgenographic methods were em- 
ployed. The barium meal which we have 
used is easily prepared and is quite ac- 
ceptable to the patient. It consists of 
barium sulphate four ounces, contents of 
six-ounce can of unsweetened evaporated 
milk, two teaspoonsful of Mellins’ food, 
and water to make one pint. It makes a 
smooth emulsion and gives a shadow of 
equal density throughout. 

In our series of 102 cases studied for 
six-hour barium retention, 41 cases had 
the test meal removed in fifty minutes with 
an average of 107 c. c. contents and 61 in 
sixty minutes with an average of 80 c. ¢. 
contents. The fifty-minute group gave an 
average of 139 c. c. for the retention and 
100 c. c. for the non-retention cases. The 


sixty-minute group had an average of 110 
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c. c. for the retention and 66.5 c. c. for the 
non-retention cases. 

In undertaking this study we had hoped 
to establish some relation of the motor 
function of the stomach as determined by 
the complete removal of the gastric con- 
tents after a test meal in a given time, 
with six-hour barium retention. On the 
whole the results have been disappointing, 
although at the beginning of our observa- 
tion it did appear as if there was a fairly 
constant relation between the amount of 
gastric contents after a test breakfast and 
six-hour retention. Further observations, 
however, have led us to change our view 
as to any constant relation between the 
two. This is probably due to other factors 
than pathological which influence the mo- 
tor function, such as the psychic disturb- 
ance associated with an examination and 
the mechanical stimulation in passing a 
stomach tube causing spasmodic contrac- 
tion. 

TABLE II--GASTRIC ULCERS 


a 
No. | sc 
ac | | 23 
| | | Ge 
< n < 
| | | | 
50 200 Small | 30-50 
60 | 50 | 0 22-34 
| 
60 70 0 72-80 
_o- 50 240 Large 36-56 
| 
5 .. | 50 25 | Small 50-60 
i 60 40 0 34-58 
H | | 
50 110 0 64-78 
| 
| 60 | 120 | 0 | 45-56 
| Medium 
9 60 | 30 (Hour- | 20-40 


| glass) 


The disparaging results were due to the 
fact that in one instance six-hour retention 
occurred with 25 c. c. gastric contents in 
fifty minutes, and in another instance there 
was no six-hour retention with 230 e¢. ec. 
gastric contents, although the latter pa- 
tient had some duodenal retention. How- 
ever, excluding this case, our experience 
shows that six-hour retention occurs in all 
cases in which the stomach contents ex- 
ceed 200 c. c. in fifty minutes or 150 ¢. ec. 
in sixty minutes. 
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In certain groups of cases, data has been 
derived which seems to be of some clinical 
significance. 

In ten cases of achylia gastrica reten- 
tion occurred in only one case and this was 
accompanied by marked gastroptosis with 
atony, although in certain cases the amount 
of gastric contents were much above nor- 
mal. Gastric carcinoma with stenosing 
lesions are not included in this group. 


TABLE GASTRICA 


| 


© 
< < 
! ! | | 
1 50 20 0 } 
t 
2 50° 
3 6o | 20 | © | 
| | 
4 50 150 | Medium 
| | | | 
5 .. 4 
| 
6 | so | 30 0 | 
{ 55 | 1200 | | 
| 50 50 0 
50 | 100 0 | 
| 
10 | 60 | 10 0 


In a group of 10 cases diagnosed as ac- 
tive duodenal ulcer no six-hour retention 
occurred in any case with less than the nor- 
mal hour limit of 100 c. c. Retention oc- 
curred in all cases except one with more 
than 100 c. c. There has been greater 
uniformity of results in this group than 
in any other which is in striking contrast 
to those obtained in gastric ulcer. In a 
series of nine cases six-hour retention oc- 
curred in four: two had 200 and 240 ec. ec. 
gastric contents, respectively; the other 
two had 25 and 30c.c.. One of them was 
definitely due to hour-glass contraction and 
the other could not be accounted for. 

Adhesions on the right side of the abdo- 
men, involving the pylorus and duodenum, 
are common and form an interesting group. 
Six-hour retention occurs most frequently 
in this group, being present in ten of nine- 
teen patients. 

In one-half of the six-hour retention 
cases the motor function at the beginning 
of digestion was either normal or above 
normal, as indicated by the fact that the 
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stomach one hour after the test breakfast 
contained small amounts of 40, 45, 50, 60 
and 70 c.c., respectively. The case with 40 
ce. c. had considerable six-hour retention. 
The adhesions were of gall-bladder origin 
and the patient suffered with chronic chole- 
cystitis. The next case with 45 c. c. suf- 
fered with gall-stones and adhesions, as 
confirmed by operation. She had hour- 
glass contraction with small six-hour 
barium retention. In several of these cases 
it was noted fluoroscopically that the stom- 
ach emptied rapidly at first, although the 
six-hour plate still showed barium in the 
stomach. 


TABLE IV--PYLORODUODENAL ADHESIONS 


3 | ele 

No gs | 23 
z= xe | =e 

= < 4 n < 
1 : | 50 200 | Medium | 25-38 
2 .| 60 35 0 | 54-68 
3 | 50 50 | Small | 24-38 
4 | 60 100. | 0 | 2030 
5 60 | 110 | Small | 26-40 
6 105 | 68-88 
7 | 45 Small 66-88 
8 | | Small | 30-46 
9 60 | 140 | Medium | 20-34 
10 | 40 | sMedium | 22-38 
11 co | 16 | 74-94 
12 50 | wo 0 15-98 
13 | 60 | 60 | 0 22-36 
14 60 | 60 0 | 26-46 
15 i 50 | wi | 34-44 
16 ... | | 70 | Small | 6-36 
17 120 | 0 38-50 
60 | | sman | 22-40 
19 60 | 60 | Smal | 54-76 


These observations indicate that fre- 
quently in adhesions involving the pylorus 
and duodenum the power of the stomach 
to empty itself is at first increased and 
later diminished. 

The degree of gastric acidity seems to 
have little or no influence upon the amount 
of gastric contents after a test breakfast 
or six-hour retention. No interpretation 
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should be made on this point without 
studying the acid curve by the Rehfus 
method of fractional gastric analysis. 

A discussion of the motor mechanism of 
the stomach and the factors influencing 
this function has been purposely omitted, 
since it does not come within the scope of 
this paper. 

The results of these studies may be sum- 
marized as follows: 

1. The motor function of the stomach 
can be determined by the complete re- 
moval of a standard test meal with the 
partial vacuum method. 

2. There is no constant relation be- 
tween the motor function as determine 
by the test meal method and _ six-hour 
barium retention. 

3. Six-hour barium retention occurs 
after a motor meal if the stomach contents 
exceed 200 c. c. in fifty minutes, or 150 
c. c. in sixty minutes. 

4. The comparative results of the two 
methods are most uniform and constant in 
duodenal ulcer. 

5. Six-hour barium retention occurs 
more frequently in adhesions involving 
the pyloro-duodenal region than in either 
duodenal or gastric ulcer. 

6. There is very little evidence to show 
that the secretory function has any influ- 
ence on the motor function in pathological 
conditions affecting the stomach and duo- 
denum. 
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DISCUSSION 


Dr. S. K. Simon, New Orleans, La.—Dr. Beck 
has brought up a very valuable and _ practical 
point, and one that probably every one of us has 
had occasion to note in the course of clinical ex- 
perience, and that is the discrepancy that exists 
between the test meal motility and the results of 
fluoroscopic or roentgenological studies of the gas- 
tric motility. The cause of this has been debated 
pro and con a bit in the past. Ever since Gold- 
ston’s studies on gastric motility we have had a 
clearer insight into the mode of action of the gas- 
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tric musculature. Since that ‘time very impor- 
tant contributions have been made to this subject 
by Dr. Mills, of St. Louis; Dr. Franklin White, 
of Boston, and also Cannon, of Boston. 

There is one thing in trying to understand the 
discrepancy in gastric motility by any test meal 
and the x-ray results. Gastric peristalsis is not 
synonymous with gastric motility. We often see, 
especially in duodenal ulcer, a sudden desire on 
the part of the stomach to empty itself rapidly 
just after the barium meal has been swallowed. 
There is a rapid emptying of the stomach and a 
very perceptible slowing down of the gastric mus- 
culature, so that the motility, although it starts 
off with a rush, may at the end be perfectly nor- 
mal; that is, the stomach may take its full allot- 
ted time of six hours to empty itself. In that 
ease there is increase or hyperstalsis produced 
immediately by the presence of the barium meal 
in the stomach and by the swallowing of food, so 
that in the earlier phase of digestion the stomach 
empties itself very rapidly, but for some reason 
loses that excitability and settles down to more 
normal motor functioning. 

The barium meal is not a normal meal, and 
that might be one of the causes of discrepancy. 
Barium itself is a rather heavy substance and 
tends to gravitate to the lower part of the stom- 
ach, and probably gives the gastric musculature 
a great deal more difficulty in getting rid of it 
in the intestine than the ordinary food sub- 
stances that are taken, or the substances which 
compose the average test meal, such as bread and 
water and other preparations. That might ac- 
count in some way for the discrepancy. 

There is another factor involved which engages 
my attention, and that is the secretory function 
of the stomach in connection with motility. I am 
firmly of the belief that there is a hypersecretion 
entirely independent of motility. Of course, in 
all delayed motility there is necessarily a hyper- 
secretion because the gastric juice is secreted as 
long as there is food present in the stomach and 
only ceases when the stomach is entirely emptied 
of the food. Under certain circumstances, inde- 
pendently of the kind or amount of food, there is 
an oversecretion of the gastric juice. It is 
largely a reflex state dependent upon ordinary 
reflexes or neurological factors, and in_ those 
cases in which there is an excessive secretion of 
gastric juice the motility is delayed with the 
stomach tube, but the x-ray may show a normal 
emptying power. That type of discrepancy has 
impressed me frequently: gastric hypersecretion, 
the stomach tube showing after the ordinary test 
meal a very large amount of contents made up 
largely of gastric juice, while the same patient 
undergoing fluoroscopic study will show complete 
emptying of the stomach within six hours. 


Dr. A. L. Gray, Richmond, Va.—My work is 
exclusively roentgenology, and when I get these 
cases I find they have gone the rounds not only 
of the general practitioner or family physician, 
but also of the gastroenterologist or surgeon. The 
remarks I am about to make will be from the 
standpoint of the roentgenologist only. 
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So often the cases that are referred to me are 
regarded as having had so much retention after 
a test meal. I have found, as these gentlemen 
have stated, in the absence of an organic obstruc- 
tion at the pylorus, there is very little relation 
between the emptying time of the test meal and 
the emptying time after the barium meal. In 
our efforts to arrive at any definite conclusion in 
x-ray examination of the alimentary tract, it is 
absolutely necessary to adopt a definite technic. 
We can not expect to obtain the same results with 
a meal of barium and water, or barium and muci- 
lage solution, as we expect from barium and a 
custard, or barium and Bulgarian buttermilk. 
Especially should we not expect the same results 
after meals of varying sizes. Until roentgenolo- 
gists throughout the country adopt a standard 
meal we must of necessity get variations in our 
results. The meal that I use is entirely different 
from the one reported by Dr. Beck. The 


simplest meal that I can get that is pal- 
atable is the one that I prefer. I mean, 
of course, palatable to most _ individuals. 


That is Bulgarian buttermilk, not ordinary but- 
termilk, because it is too thin. Occasionally you 
get good thick buttermilk, but as a general rule 
ordinary buttermilk is entirely too thin and will 
not suspend the barium for any length of time. 
This Bulgarian buttermilk, if properly made, is 
nearly always about the same consistency, and it 
contains all of the proximate principles of food. 
After having decided on a definite sized meal, 
with a definite sized dose of barium sulphate, 
which in my personal technic is from two to four 
ounces, depending upon the size of the patient, 
you may expect, after giving this meal, to obtain 
a definite emptying time in a perfectly normal 
stomach under certain definite conditions. 

One thing that has not been brought out is the 
difference in the emptying time due to psychic 
influences and to postural conditions. If a pa- 
tient is kept in bed lying on the right side, the 
emptying time will be much more zapid than if 
the patient is kept in bed lying on the back. In 
order to obtain these relations between the test 
meal and the barium meal, we should have our 
patients in practically the same condition both 
psychically and posturally. I am inclined to think 
that perhaps testing the motility of the stomach 
under a test meal is just as valuable as it is under 
a barium meal, but for the sake of comparison 
we should have these things under exactly the 
same conditions. 


Dr. Beck (closing).—In regard to the motor 
meal to which Dr. Gray referred, we recognize 
the fact that no motor meal has become definitely 
standardized, although in our series we use prac- 
tically the same meal and technic throughout. 
The studies were made under the same conditions 
and in the same laboratory, as all the patients 
were examined in our private clinic and none of 
them were bed patients. Thus the postural factor 
has been eliminated. 
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THE PRESENT LIMITATIONS OF THE 
ROENTGEN RAY IN THE DIAG- 
NOSIS OF GASTROINTESTI- 
NAL DISEASES* 


By GEORGE M. NILEs, PH.G., M.D., 
Atlanta, Ga. 


The title of this study must necessarily 
be accepted in a qualified sense, for some 
of the limitations of today may be soon 
removed. Furthermore, there enter into 
the question both the personal equation of 
the investigator and the degree of thor- 
oughness and painstaking effort expended 
upon the problem at hand. 

The roentgen investigation of various 
gastrointestinal disorders has won an as- 
sured position in the diagnostic field, so 
that no gastroenterologist would now have 
the temerity to disregard its worth or de- 
ride its constructive aid. Roentgenology 
has displaced no previous clinical methods 
nor attempted to minimize their value. In 
early cancer of the stomach, in most of the 
ulcerative, malignant or organic lesions of 
the alimentary tract, in incipient tubercu- 
losis of the lungs, manifested mainly by 
digestive disturbances, and in misplace- 
ment of the abdominal viscera, its assist- 
ance is direct and positive. There are, 
however, certain pathologic states where 
the roentgen examination affords either no 
sure information, or what it does demon- 
strate must be by indirection or inference. 
It is just as well that we admit this, for 
as much harm may be done by unwarranted 
as by faulty diagnosis. 


GALL-STONES AND GALL-BLADDER PATHOLOGY 


This is one of the most serious limita- 
tions. It is almost impossible to show a 
pure cholesterin gall-stone; and the chance 
of showing the stones at all depends on 
their chemical constituents, their covering 
or their density. If many plates are taken, 
with varying penetration, the chances are 
more in favor of showing definite shadows 
than when few are taken. In one of my 
cases there were 24 plates taken, and while 
23 were as bare as the desert of Sahara, 


*Read before Southern Gastroenterological As- 
sociation, meeting conjointly with Southern Med- 
ical Association, Thirteenth Annual Meeting, 
Asheville, N. C., Nov. 10-18, 1919. 
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the ardently sought-for stones appeared 
clearly in one. There remains, however, 
the lamentable fact that failure to demon- 
strate gall-stones by the x-ray does not 
negate their presence, and my conviction is 
that with our present technic there are 
35 or 40 per cent of gall-stones undemon- 
strable by the most intelligent effort. 

It is a fairly well-accepted fact that a 
normal gall-bladder can not be made visi- 
ble by the rays, and when this viscus is 
moderately infected, when there is neither 
infiltration nor thickening of the walls, it 
can not be clearly shown. There are gen- 
erally pericholecystitic adhesions 
which mar the smooth contour of the duo- 
denal cap, or the cap may be pushed over 
to the left, thus affording inferential in- 
formation, but the gall-bladder itself can 
not be made apparent unless considerably 
thickened or infiltrated. 


SOME GASTRIC ULCERS 


Those ulcers near or invading the pyloric 
outlet of the stomach, those on the lesser 
curvature, or those which carry consider- 
able scar tissue at their bases, can gener- 
ally be demonstrated without great diffi- 
culty. Some of those, however, which have 
produced but little local deformity, or are 
situated around the greater curvature or 
lateral aspect of the stomach, are indeed 
hard to show. By obtaining many views 
of the stomach in various positions—erect, 
prone, oblique and lateral, most of the 
stomach contour may be brought out. One 
eminent gastrointestinal roentgenologist 
avers that an ulcer should be demonstrated, 
no matter what its position or how shal- 
low the erosion. To this end he’ takes 
from 40 to 75 plates of the stomach. With 
due respect to his statement, I must con- 
tend that perhaps 10 per cent of small gas- 
tric ulcers situated as mentioned can not 
be definitely and convincingly demon- 
strated. 


CANCER OF THE LIVER 


Unless this has so involved the surround- 
ing structures as to exhibit deformity of 
the pylorus, duodenum, or jejunum, or by 
the appearance of adhesions in the right 
upper quadrant of the abdomen afford in- 
ferential knowledge, the x-ray can not per 
se offer a positive diagnosis. 
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PANCREATIC PATHOLOGY 


The positive diagnosis of material pan- 
creatic disease is a bete noir to the earnest 
clinician. ‘“O wad some power the gift to 
gie us” to discover a satisfactory technic 
which would be of real aid, or some analy- 
sis of plates to clear up the murky atmos- 
phere of this vexed subject. Dr. Lewis 
Gregory Cole claims that the curve of the 
duodenum as.it leaves the pylorus and 
tends upward and downward is somewhat 
magnified in the presence of pancreatic 
enlargement. This increased curving I 
have noted in a few instances where later 
exploration revealed an abnormal pan- 
creas, but unfortunately this has not been 
uniform. One case in particular where 
malignancy of the pylorus was correctly 
diagnosed in advance showed on opera- 
tion extensive involvement of the pancreas, 
but nothing in the roentgen examination 
offered a clue to this. 


THE APPENDIX 


Whether or not the appendix can be 
shown depends both on its position and the 
penetrability of its lumen. When it is 
post-cecal, or bound around by adhesions, 
or when its lumen is completely obliterated 
by angulations, post-catarrhal inflamma- 
tion or fecalithis, it is invisible. Some- 
times by manipulation under the fluoro- 
scope it can be brought into view and its 
mobility or fixation clearly demonstrated ; 
also by the appearance of the cecum some 
information may be obtained, but to assert 
that by a roentgen examination alone the 
presence or absence of appendiceal path- 
ology may be established would be falla- 
cious and unwarranted. 


EARLY CANCER OF THE SIGMOID 


In this location it is entirely possible 
for a malignant infiltration to be hidden 
by an overlapping coil of gut. The twenty- 
four-hour plate, the colon injection and the 
most careful fluoroscopic inspection may 
fail to disclose an early deformity here— 
one that in other portions of the large in- 
testine might be clearly delineated. Later 
and more pronounced deformity can, of 
course, be readily demonstrated, but by 
that time clinical symptoms are progress- 
ing apace, and perhaps a palpable tumor 
is in evidence. 
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These are in the main some of the clear- 
cut limitations of the roentgen ray in the 
gastrointestinal problems that come before 
us—they are real and tangible. 

The more common limitations, however, 
and, by rights, removable ones, relate to 
superficial examinations, half-baked analy- 
ses of the roentgen findings and interpreta- 
tions based upon insufficient experience. 
The roentgenologist is not always to blame 
for the first. When a patient is referred 
for an examination bringing a letter in 
which he is instrueted “to take a plate of 
the stomach” and send a complete report 
thereof, or is admonished that the patient 
will pay only a nominal fee, how can it be 
expected that a thorough and illuminating 
investigation will be obtained? Thus 
handicapped in advance, what should be 
the attitude of the roentgenologist? He 
can not in justice to himself enter into a 
time-consuming and expensive investiga- 
tion when the patient has been led to be- 
lieve that but little was required both as 
to effort or expenditure. If the referring 
practitioners would notify these patients 
that a proper examination would require 
both time and a fair compensation for the 
investigator, many of the economic limita- 
tions would be automatically removed. II- 
lustrative of this there recently came into 
my office a prosperous farmer from a vil- 
lage about a hundred miles from Atlanta, 
who wished me to diagnose an obscure di- 
gestive complaint from which he had suf- 
fered for several years. He had been in- 
formed by his home physician that a single 
“picture” of his stomach would clarify the 
situation; that one or two hours would be 
sufficient time, and was warned not to pay 
over ten dollars for the complete examina- 
tion. This man needed and was amply 
able to pay for a thorough study of his 
case, and no doubt would have been en- 
tirely willing to spend both the necessary 
time and money had his mind not been 
warped in advance. This is rather an ex- 
treme instance, but gastroenterologists 
who do their own x-ray work will readily 
recognize this situation and others ap- 
proaching it. Objects of charity should 
receive our sympathetic aid, and people in 
limited circumstances are entitled to rea- 
sonable concessions, but those who are able 
to pay a decent fee should be notified that 
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a roentgenologic examination is no touch- 
and-go affair and that it will cost some- 
thing when properly done. Until the pro- 
fession at large is educated up to the neces- 
sity of completeness and thoroughness in 
this fruitful field of diagnosis, there will 
be perforce an artificial limitation to the 
best efforts of the roentgenologist. 

The second removable limitation can be 
overcome by more careful and thoughtful 
study of fluoroscopic findings and plates. 
Some of the fluoroscopic examinations I 
have witnessed have been performed with 
such celerity and lightning-like rapidity 
that it was not humanly possible for the 
eye or mind to grasp the meaning of the 
various shadows cast upon the screen. I 
remember in one clinic in a large hospital 
in the middle West, seeing 28 patients 
“run through” the fluoroscope in 45 min- 
utes. This included brief notes dictated to 
the stenographer as the victims were cata- 
pulted along. No matter how expert the 
examiner or acute his eagle eye, some 
worth-while details are sure to escape at- 
tention. Now that Coolidge tubes are al- 
most universally in use, there is no longer 
any excuse for undue haste and fluoroscopy 
possesses a definite function that should be 
utilized with care and deliberation. Also 
to obtain from plates all the information 
they contain requires attentive study. On 
more than one occasion I have missed 
some data contained in plates, and, after 
surgical information was given me, have, 
on closer inspection, seen points that 
should have been recognized at first had 
my study been more earnest and thorough. 
Well-made plates generally contain a mine 
of valuable knowledge if it is but intelli- 
gently brought out. As to interpretation, 
that is perhaps the crux of the whole situa- 
tion. It is the foundation stone to the 
whole diagnostic edifice. Without correct 
and intelligent interpretation all else is 
null and void, and it is “up to” each student 
and practitioner of roentgenology to re- 
move by his own efforts this limitation up 
to the boundary line of human fallibility. 
Let.us hope that in the not-too-distant fu- 
ture our roentgenologic horizon may so ex- 
pand, and that we may so grow in more 
exact knowledge that these limitations I 
have endeavored to briefly cover will be 
entirely swept away. 
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DISCUSSION 

Dr. Marvin H. Smith, Jacksonville, Fla.—Hav- 
ing come into prominence recently, the x-ray is 
one means of diagnosis that we usually put for- 
ward almost in the beginning of our study of a 
case. A very prominent man said some time 
ago that we should in every study and investiga- 
tion do everything possible to arrive at a diag- 
nosis before resorting to the x-ray or the fluoro- 
scope, and this appeared to me to be a very sensi- 
ble plan. It is a matter that I think our brother 
physicians in general practice should keep before 
them, that this idea of two or three x-ray pic- 
tures revealing the whole story in a gastrointes- 
tinal ailment is a fallacy. Quite frequently, as 
Dr. Niles stated, laymen come to our laboratory 
and ask for a picture of the stomach, but we 
never accept a patient with this understanding, 
for we tell the individual that we are not con- 
ducting a photograph gallery, but that we look 
upon the x-ray as a link in our chain of evidence 
and that by its use we gather information not so 
readily obtainable in other ways. 


Dr. W. O. Nisbet, Charlotte, N. C.—I find in 
my work there is a tendency on the part of the 
referring physicians to rely entirely upon the 
x-ray findings for diagnosis. The patients are 
sent to the roentgenologist for diagnosis. We 
know that many of these cases can be cleared up 
by the x-ray findings, but we should all insist 
that there must be careful and thorough examina- 
tion, as Dr. Niles claims at the outset of his pa- 
per. We must have the bacteriological findings 
and we must make a careful physical examina- 
tion. 

It has been stated that an expert roentgenolo- 
gist can diagnose 90 per cent of the cases that 
come to him. I do not believe this unless it would 
be some man like Cole, of New York. Without 
knowing something of the microscopical findings, 
some of history, without making a physical ex- 
amination, I do not believe that the plate findings 
will diagnose 90 per cent of the gastrointestinal 
cases that come to the roentgenologist. 

One point Dr. Niles did not bring out is that 
a lesion in the fundus of the stomach is very dif- 
ficult to make out; also a small lesion in the pos- 
terior wall of the stomach. 

We will all agree that in gall-stone pathology 
the radiographs are very disappointing. That is 
a portion of our work in which we need differ- 
entiation very frequently, and I do hope the day 
will come when we will get some assistance from 
the x-ray. 

_ In connection with appendicitis many interest- 
ing problems come up, and I would enjoy hearing 
the opinions of the different gastroenterological 
men present here as to the proper interpretation 
to be put on an open appendix. If the radio- 
graph reveals an open appendix shall we insist 
on operation or shall we simply recommend op- 
eration? My rule is that unless there are asso- 
ciated clinical symptoms pointing definitely to a 
chronic appendicitis, and unless there is a clear- 


cut history of prior attacks of appendicitis, I do- 


not recommend operation on finding simply an 
open appendix. 

Another point I would like cleared up is when 
cancer begins and when ulcer ends. Of course, 
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we can not hope that the x-ray will clear that up. 
It is just in these cases that we must rely very 
strongly on bacteriological and clinical findings. 


Dr. Max Einhorn, New York, N. Y.—With re- 
gard to gall-stones, Dr. Niles felt that 35 per 
cent are missing; that we can not recognize them. 
From my experience I would make it a higher 
percentage; I would say about 75 or 80 per cent. 
But the trouble is that even if the stones are 
demonstrated by the x-ray sometimes there are 
mistakes. I mean that the x-ray shows stones in 
the gall-bladder and you operate and there are 
no stones. I had several such cases. 

As long as Dr. Niles has mentioned the diag- 
nosis of cancer, I had a patient of that sort not 
long ago. She came in extremely jaundiced; she 
had lost fifty pounds, and in order to complete 
the picture we had an x-ray taken by a roentgen- 
ologist of the Lennox Hill Hospital, and he re- 
ported the gall-bladder full of stones. I looked 
at the plate and I saw stones, as I thought, and 
I had to make a diagnosis of obstruction due to 
gall-stones on account of the x-ray findings. Per- 
sonally, I would simply have said there was com- 
plete obstruction of the common duct and that 
was all. I was inclined to think of malignant 
disease. I recommended operation in order to 
establish communication between the gall-bladder 
and the intestine. The operation was done and 
no trace of stones found in the gall-bladder; 
nothing but a small, normal gall-bladder. But she 
had cancerous tumors in the liver and one of 
these little tumors entirely occluded the hepatic 
duct. That was recently. I told the x-ray man 
about it, but there was no explanation. That was 
of great importance, because when he said stones 
in the gall-bladder I took it as truth. Probably 
that tumor mass gave a shadow which was taken 
for stones. 

Another type I would like to mention is that 
sometimes a duodenal ulcer is diagnosed by means 
of roentgen rays where an ulcer does not exist. 
A case I would like to mention was a doctor in 
New York, a very prominent physician, who had 
been my patient years ago and recently came back 
again. He said he had an x-ray made and a 
dignosis of duodenal ulcer was made due to de- 
formity of the cap. I examined him again and 
made a string test, which was negative. The 
question was, is the pylorus permeable? I gave 
him the pyloric dilator and next morning I could 
get a big balloon through the pylorus; the string 
was free. My diagnosis was that there was no 
ulcer and no lesion of the pylorus. He was very 
anxious about himself and was taken to the Mayo 
Clinic and Dr. Mayo operated on him and his ap- 
pendix was taken out, but the duodenum and pylo- 
rus were found normal. Here the x-ray findings 
were positive as to duodenal ulcer, and still, after 
a thorough investigation, I came to a negative 
conclusion. 

Another point is that cardiac ulcers are more 
difficult to recognize by the x-ray. Formerly it 
was believed that cardiac ulcers were very rare. 
By the string test I found them rather frequently, 
but I was in doubt as to whether I was right. I 
personally was of the opinion that the string was 
correct, and I got good results by treatment. But 
Dr. Sheehan, of the New York Post-Graduate, 
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who is an expert in the use of the bronchoscope 
and the esophagoscope, read a paper not long ago 
on ulcers of the cardia as seen by the esophago- 
scope. He had twenty-seven cases, all sorts of 
cardiac ulcers seen by the esophagoscope, and he 
tells me that in all of these he had x-rays taken 
and made the string test. In 85 per cent of cases 
of ulcer he got a positive string test correspond- 
ing to the location of the ulcer. The x-ray find- 
ings there were of so little value that he could 
rely upon them only in special lines. The x-ray 
findings are usually negative in that locality. 
You can see these ulcers; you can demonstrate 
them by the esophagoscope, and he treats them 
by local cauterization. 


Personally, I am a great believer in the x-ray, 
and in most of my cases I have an x-ray taken to 
complete the diagnosis, but it is only a link in the 
chain of evidence, as some one has said. I am 
also of the opinion that the x-ray man who takes 
these pictures should not be told beforehand any- 
thing about the clinical findings, because he is 
usually prejudiced. The physician who sends the 
patient should determine what should be done— 
he should tell the x-ray man to examine the ap- 
pendix, the stomach or the duodenum. I had a 
case where the x-ray diagnosis was obstruction 
of the pylorus, while I knew we had to deal with 
a dilated esophagus and cardio-spasm. That man 
afterwards died of perforation of the esophagus. 

But what the clinician should do is to tell the 
x-ray man what to do, direct him in the line or 
field of investigation. He. should not tell him 
right away, “There is duodenal ulcer; take an 
x-ray.” It is all right to guide the roentgenolo- 
gist, but I would not tell him too much. In mak- 
ing our conclusions we should be as impartial as 
possible. 


Dr. Julius Friedenwald, Baltimore, Md.—In a 
paper presented at the last meeting of the Amer- 
ican Gastroenterological Association, Dr. F. H. 
Baetjer and I discussed the advantages and lim- 
itations of the roentgen ray in the diagnosis of 
gastrointestinal affections. We also drew atten- 
tion to the fact that while the x-ray is of the 
greatest diagnostic help in solving difficult prob- 
lems in gastroenterology, that there are limitations 
as to the conclusions which may be drawn from 
this method of diagnosis, and indeed in a number 
of instances the results may even be misleading. 
This is not due, as has been pointed out, to the 
fact that the x-ray is of the greatest value in re- 
vealing ulcers, and yet in some instances these 
lesions are not found by this method of examina- 
tion, or defects may be present which are inter- 
preted as ulcers, and which are not found to be 
so. The same difficulties may arise in regard to 
the diagnosis of gastric cancer, cholelithiasis, ap- 
pendicitis or other abdominal conditions. How- 
ever, while we maintain that the x-ray is of the 
greatest aid in diagnosis, this is but one method 
of examination, and the best results are obtained 
by the combination of this means and a thorough 
clinical study. 


Dr. Arthur W. Calloway, Asheville, N. C.— 
There are both advantages and disadvantages of 
a practice in a small city. In Asheville, even with 
assistants, we must personally supervise the tak- 
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ing of the history, the clinical and laboratory ex- 
aminations and should, if possible, follow the 
cases, which become surgical to the operating ta- 
ble. Gall-stones are shown with the x-ray at 
times very easily, owing to the position of the 
gall-bladder or the chemical consistency of the 
stone. A case should have a well defined history 
of cholecystitis or gall-stone colic before an x-ray 
examination is justified. Often we are asked to 
take plates when, clinically, the case does not 
justify them. Consequently, under these circum- 
stances, the x-ray result is disappointing. 


_ Dr. William D. Witherbee, Charlotte, N. C.—It 
is very natural that as roentgenologists we should 
be more enthusiastic possibly than the gastro- 
enterologists. But as roentgenologists we realize 
there are more and more limitations to roentgen- 
ology, especially in gastroenterology. I have fol- 
lowed roentgenology since the day Roentgen first 
announced it, and I have watched it develop to a 
wonderful science—from the day when it. was 
thought a wonderful thing that it could find a 
bullet to now, when we are looking at bands of 
adhesions. I would not for a moment say to you 
that it will displace the clinic. It is simply an ad- 
junct and every roentgenologist must consider it 
that if he is going to make a success. A diag- 
nosis of 90 per cent of cases by the Roentgen ray 
1s too great. 

Of course, many of the limitations lie with the 
patient. He has not the money to have examina- 
tions such as Cole makes, of one hundred plates; 
the patient has not the time. The x-ray is nothing 
but a shadow-graph. Knox has an article in the 
Archives of Roentgenology in which he says you 
do not diagnose even 35 per cent. 

The last thing and the most striking thing that 
has appeared in roentgenology the last year or 
two is the work of Dr. Stewart, of New York. 
He injected gas into the abdominal cavity, thus 
outlining the soft tissues, outlining the liver, de- 
termining the condition of enlargement, tumors, 
most beautifully the various bands and _ kinks. 
pressure from extra-gastric masses, and he shows 
However, the average gastroenterologist does not 
want to use it because you need a surgeon close 
at hand. 

I would like to speak about appendicitis. What 
is a pathological appendix? Dr. George, in his 
book, stated that the appendix that did not admit 
a bismuth meal was diseased because the lumen 
was obstructed. But later he said that a gall- 
bladder that admitted bismuth was diseased be- 
cause it was open. Now, I do not think either 
one is true. If an appendix shows adhesions, if 
it holds bismuth longer than the rest of the in- 
testines, if it has some of the other symptoms Dr. 
Nisbet mentioned, I do not feel afraid to call it 
pathologic, and in such cases I do not see why we 
should hesitate to send the patient to the operat- 
ing room. 


Dr. Niles (closing).—The point has been made 
this morning that any new method is liable to be 
received with enthusiasm, but some of its results 
are perhaps overestimated. There is no doubt of 
that. Careless interpretation or unstudied inter- 
pretation of x-ray findings have no doubt caused 
many blamable mistakes and have brought in 
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some instances not undeserved reproach on that 
branch of clinical research. 

Roentgenology is comparatively new. We have 
not had a chance to orient it accurately as yet in 
the field of clinical diagnosis, and we therefore 
should not condemn its defects. Remember, gen- 
tlemen, that the practice of medicine dates back 
as far as Rameses II, and who would gainsay 
that the men practicing internal medicine today 
do not make mistakes? Roentgenology is com- 
paratively an infant. It is but little over the 
age of twenty-one. You can not expect a par- 
ticular science to spring into usefulness as Juno 
sprang full-planoplied from the brow of Jove. 
It is a boy; but it is a good boy, an earnest boy, 
an ambitious boy, and if you will bear with him 
in his doubts and fears and speed him along on 
his journey, he will grow in stature and useful- 
ness and make a worth-while clinical entity along 
our pathway of which we will all be proud. 


THE INTESTINAL PROTOZOA: METH- 
ODS OF DIAGNOSIS AND 
TREATMENT* 


By SIDNEY K. SIMON, M.D., 
New Orleans, La. 


No clinical examination should be 
looked upon today as complete which does 


not include within its scope a routine 
search of the stools for protozoal organ- 
isms. In tropical or subtropical countries 
the truth of this need scarcely be empha- 
sized, but in regions outside of the tropics 
the neccesity for such a systematic search 
is only gradually dawning upon the med- 
ical mind. A considerable advance has 
been recorded within recent years in our 
conception of the widespread distribution 
of the intestinal protozoa. In former 
days the impression strongly prevailed 
that infections with these organisms 
were confined almost entirely to warm 
countries. When isolated instances of in- 
fection did occur in other regions, they 
could be traced, it was thought, either by 
direct or indirect means, to the tropics. 
Thatthis viewpoint is no longer tenable has 
now become obvious from observations col- 
lected from many widely scattered sources. 
Though protozoal infections are undoubt- 
edly endemic to a large degree in tropical 
and subtropical lands, certain conditions 
have brought about their more general dis- 


_ *Read in Section on Medicine, Southern Med- 
ical Association, Thirteenth Annual Meeting, 
Asheville, N. C., Nov. 10-13, 1919. 
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tribution at the present time over almost 
the entire habitable world. Among these 
conditions the foremost in point of impor- 
tance can perhaps be ascribed to the 
greater facilities for travel which the mod- 
ern world affords. Because the human car- 
rier is the chief, if not the sole, agent in 
the transmission of these parasites, the 
zones of new infection have naturally fol- 
lowed the lines of travel, and communica- 
tion which have been established with 
endemic centers. In this country the 
great stimulus for more intimate rela- 
tionship with the Tropics was _ fur- 
nished by the Spanish-American War. 
Though not so well understood at the 
time, it is most probable that the out- 
break of entamebic diseases, which fol- 
lowed closely upon this episode in our 
history, can be traced directly to the 
return of groups of soldiers to our shores 
who carried the encysted forms of the en- 
tameba histolytica in their stools. In a 
similar manner the recent great World 
conflict has borne witness to the transmis- 
sion of many protozoal infections into 
European countries from the various seats 
of war situated within the Tropics. In 
the course of an extended series of stool 
examinations made from soldiers who had 
been invalided home from these regions, 
Wenyon, McAdams, Dobell and others 
have called attention to the fact that ap- 
proximately 15 per cent of these men were 
found to harbor protozoal organisms. Of 
these carriers at least one-third gave no 
clinical evidence of their infection. The 
menace to the civil population of a country 
suggested by these figures is quite appar- 
ent. McAdams has further estimated that 
the mere presence of a few of these cyst 
carriers in a military camp near Liverpool 
was the occasion for an increase of over 10 
per cent of infections with the intestinal 
protozoa among troops whose stools had 
previously been found free from these or- 
ganisms. Now that the vast armies of the 
world have been mustered back into civil 
ranks, a general survey should be under- 
taken in all parts of the world for the pos- 
sible presence of protozoal parasites in the 
stools. If this were done, a higher inci- 
dence of infection would be discovered than 
is now suspected. 

In the development of their life cycle 
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within the human body, the intestinal pro- 
tozoa, in most instances, pass through two 
distinct phases, a vegetative and an en- 
cysted stage. In the vegetative stage, 
some form of locomotion is_ exhibited 
which has for its prime object the obtain- 
ing of food. If the organism possesses 
tissue invasive power, it will penetrate 
the intestinal wall during this period, 
thereby setting up distinctly morbid le- 
sions. When external conditions become 
unfavorable for the vegetative cycle of the 
organism, and especially should extinction 
of life be threatened, encystment occurs. 
Behind the resistant cyst wall all outward 
activity ceases and further tissue damage 
is rendered impossible. The process of en- 
cystment not only represents an important 
reproductive phase, but constitutes like- 
wise an effort on the part of the organism 
toward protection against an unfavorable 
environment. Once having become en- 
cysted, it can exert no further influence 
upon its host. Experiments have shown 
that the trophozoite suffers rapid destruc- 
tion after evacuation from the body. The 
cyst, on the other hand, possesses con- 
siderable power of resistance to external 
conditions and retains its infectivity for 
comparatively long periods of time outside 
of the body, if protected from sunlight or 
drying. Thus protected, it finds its way 
to the soil, from whence it is conveyed 
eventually to food and drinking water. 
Wenyon has demonstrated that flies con- 
stitute one of the chief means by which 
protozoal cysts are disseminated. The fly 
serves merely as temporary host for the 
encysted organisms, which pass through 
the intestinal tract without undergoing 
change of any kind. Passage can take 
iace, as Wenyon has shown, within five 
minutes after the fly has been allowed to 
feed on infected material. Upon reaching 
the alimentary tract of its new human host, 


the cyst find its way through the stomach 


into the bowel, where it again takes up 
an active vegetative existence. 

It is mainly because of the intimate as- 
sociation of the vegetative protozoa with 
the clinical manifestations of disease that 
these forms are generally recognized and 
have become sufficiently familiar objects in 
the course of an ordinary stool examina- 
tion. The cyst, on the other hand, ap- 


MEDICAL JOURNAL 


August 1920 


pearing in the feces usually in the absence 
of all clinical disturbances, is often over- 
looked or entirely unrecognized by the in- 
experienced observer. This failure to de- 
tect protozoal cysts in the stools has been 
the cause of many errors in diagnosis in 
the past and constitutes a fruitful field for 
false clinical deductions at the present 
time. 

Of the protozoal organisms, which carry 
on an obligatory parasitic existence in the 
human intestinal tract, probably not more 
than ten are to be considered as common 
invaders. These include the Entameba 
histolytica, Entameba coli, Entameba nana, 
Balantidium coli, Lamblia intestinalis, Tri- 
chomonas intestinalis, Cercomonas intesti- 
nalis, Waska intestinalis, Titramitus mes- 
nili, and the Coccidia. Of these organisms 
only two, the Entameba histolytica and the 
Balantidium coli are to be commonly re- 
garded as pathogenic. The failure exhib- 
ited by the other organisms to penetrate 
the tissues of the bowel wall becomes the 
determining factor in their classification 
as harmless commensals or sapro- 
phytic inhabitants of the feces. In recent 
years some question has been raised con- 
cerning the entire harmlessness of many 
of the so-called non-pathogenic intestinal 
organisms. Haughwout believes that 
enough has been shown from recent in- 
vestigations to despoil the flagellates of the 
reputation for harmlessness to man that 
they have previously had. Most tropical 
authorities consider that while the flagel- 
lates are not able to initiate a diarrhea, 
the presence of these actively motile organ- 
isms in large numbers in the liquid stool 
constitutes an additional factor in the pri- 
mary disease process. The lamblia have 
the best claim to pathogenicity of all the 
flagellates, due to the intimate manner in 
which they attach themselves to the sur- 
face epithelium of the small intestine. 
Fantham and Porter report 187 cases of 
pure lamblia infection among 1,305 Brit- 
ish soldiers in the recent war. Kennedy 
and Rosewarne likewise observed 12 cases 
of lamblia diarrhea among 136 consecu- 
tive cases of bowel disturbance in Galli- 
polli. In this country, Logan and Sanford 
found among 6,000 stool examinations 66 
cases of lamblia infection. Many of these 
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individuals suffered with distinct diarrheal 
symptoms as a result of their infection. 

Many careful observers believe that 
trichomonas, when present in large num- 
bers, can produce distinctive intestinal dis- 
turbances. These organisms are frequently 
found in the stools of healthy individuals 
in all parts of the world, as may be deter- 
mined by the administration of a saline 
purge. When present in large numbers 
their active movements must prove highly 
irritant to the intestinal mucosa. Cerco- 
monas intestinalis is a rare species which 
is usually confused with the trichomonas 
or chilomastix. 

In the differentiation of closely related 
species of the intestinal protozoa, the cyst 
is a safer guide than is the trophozoite. 
This is particularly true in the case of the 
parasitic entameba. Protozoologists are 
now thoroughly in accord that the differ- 
entiation of the entameba in the vegetative 
state is surrounded with many difficulties. 
In analyzing the various points of differ- 
ence between the vegetative forms of En- 
tameba histolytica and of Entameba coli, 
Wenyon claims that differentiation is im- 
possible except in the presence of red blood 
cells. The pathogenic entameba alone is 
capable of ingesting red blood corpuscles, 
which it retains within its endoplasm. The 
Entameba coli and Entameba nana, on the 
other hand, are never phagocytic for red 
blood cells. Entameba can be distinguished 
from other cells present in the stools by 
adding a weak solution of neutral red (1 
to 10,000) to the preparation. The enta- 
meba take up the red stain, which does not 
interfere with their motility while other 
material in the stools remains unstained. 

In the encysted state, differentiation be- 
tween the various species of entameba of- 
fers little difficulty as a rule. The cyst of 
the Entameba histolytica is of relatively 
small size and when mature never consists 
of more than four nuclei. The encysted 
forms of the Entameba coli, in contrast, 
are of relatively larger size and possess 
from eight to sixteen nuclei when fully 
developed. Entameba nana cysts are small 
and multi-vacuolated. The vacuoles often 
take up a large portion of the cell space, 
crowding the nuclei, usually four in num- 
ber, towards the outer border. 

No elaborate technic is needed for the 
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detection of protozoal cysts in the stool. 
While fixing and staining of the specimen 
will be found to bring out many of the 
finer details, especially of the nuclear 
structure, this method is only in rare in- 
stances essential for the detection and dif- 
ferentiation of the cysts. In the examina- 
tion of the native preparation it is best to 
pick out the more solid portions of the 
stool. A very thin cover-glass prepara- 
tion should be made and as a rule care 
should be taken in the shading of the field 
in order to bring out clearly the refractile 
nuclear bodies. Should dilution of the fecal 
particles be necessary this should be done 
only with normal salt solution. I have 
found on many occasions that an aqueous 
solution of iodin (double gram strength) 
has proved of assistance in the counting 
of the nuclei. With the iodin stain the nu- 
cleus appears dark-brown and stands out 
distinctly against the light saffron tint of 
the cyst body itself. In the enumeration 
of the nuclei it often becomes necessary to 
focus at different levels. 

Donaldson has suggested a happy com- 
bination of an eosin-iodine stain. With 
this stain the pale yellow cysts are 
more easily distinguished on a reddened 
background. The eosin is not able to pen- 
etrate the wall of the live cyst, while the 
iodin does. 

In the epidemiology of the diseases 
caused by the intestinal protozoa the hu- 
man carrier is a factor of the greatest im- 
portance. Two classes of carriers are 
recognized: (1) the convalescent patient, 
who has been improperly treated and still 
continues to discharge cysts in the stools; 
and (2) the healthy contact carrier, an 
important class which includes individuals 
who have become infected by contact with 
other carriers, but who have never exhib- 
ited clinical symptoms. The problem of 
clearing these carriers of their infection 
upon some broad scale has engaged the 
serious attention of sanitarians in many 
countries. In view of the success attend- 
ing Bass’s efforts in ridding groups of in- 
dividuals in entire counties of Mississippi 
of their malarial infection, it would appear 
that a similar broad plan carried out in 
the case of carriers of Entameba histolytica 
might offer a similar hope for the control 
of this form of protozoal infection. It is 
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certainly true that an attempt should be 
made at all times to recognize the proto- 
zoal cyst carriers as a potential menace, 
and whenever possible proper measures 
should be taken to render them harmless 
to the contiguous population. 


TREATMENT 


The treatment of protozoal infections of 
the intestinal tract resolves itself into the 
question of the destruction of the vegeta- 
tive organisms. The cyst constitutes an 
entirely harmless body and does not in it- 
self come within the scope of therapeutic 
measures. One might as well attempt to 
remove a hookworm infection from the in- 
testinal tract by destroying the eggs as to 
attempt to sterilize an individual harbor- 
ing protozoal organisms by getting rid of 
the cyst. 

When cysts are present in the stools 
this may be taken as an indication of the 
presence of vegetative organisms some- 
where along the intestinal tract. 

In only one instance do we possess a 
specific remedy against intestinal protozoa. 
The various morbid conditions which de- 
velop as a result of the penetration of the 
Entameba histolytica into the tissues are 
promptly controlled by the use of ipecac 
or its alkaloid constituents. Emetin merits 
a high place in the treatment of the acute 
or active phases of all forms of entame- 
biasis, but can not be depended upon for 
the complete clearing of the intestinal 
tract in chronic cases. For this purpose 
the writer believes that the entire pow- 
dered ipecac root is needed. This drug 
must be administered daily, however, in 
full concentrated doses covering a period 
of from ten days to two weeks. If given 
by mouth in one dose in the form of enteric 
coated pills, the ipecac can be made to 
reach the large bowel, where absorption 
takes place directly within the confines of 
the disease-producing area. Neither ipe- 
cac nor emetin prove destructive to the 
non - pathogenic ameba or to other intes- 
tinal protozoa. The lack of specific medi- 
cation in balantidial dysentery has _ re- 
sulted in a high mortality in this condition 
in the past, reaching from 20 to 30 per 
cent. 

In the absence of specific internal 
medication, bowel flushes are freauently 
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resorted to in intestinal infections with 
protozoa. A variety of different drugs 
has been used for this purpose, the 
aim of which is to destroy the organisms 
directly within reach in the lumen of the 
large bowel. Many difficulties serve to de- 
feat the object of this plan of treatment. 
In Entameba histolytica and Balantidium 
coli infections the organisms are buried 
for the most part beneath the mucosa and 
are, therefore, not amenable to the effects 
of the drugs when introduced locally. In 
addition it is doubtful whether fluids in- 
troduced through the rectum can be made 
to reach portions of the large bowel be- 
yond the hepatic flexure in effective 
strength. The flagellates in all instances 
inhabit the small as well as the large 
bowel. Lamblia in fact rarely appear be- 
low the ileo-cecal valve except in the en- 
cysted form. It is manifestly impos- 
sible, therefore, to remove flagellate in- 
fections with irrigations alone. In these 
cases a variety of drugs have been sug- 
gested for oral administration. For lam- 
bliasis and trichomoniasis, Rhamy and 
Metts have recommended methylene blue 
in two grain doses in capsules three times 
a day. A persistency in the presence of 
trichomonads in the stools had been noted 
repeatedly by the writer even in the face 
of prolonged treatment with this drug. In 
one instance an aqueous solution of methy- 
lene blue (1 to 2,000) was administered 
by the drip method through the duodenal 
tube over a period of three days without 
permanent effect upon the organisms. 
Thymol has been used by some authorities 
with varying success. Smithies believes 
that a trichomonas infection can be re- 
moved by daily doses of calomel followed 
by a saline over a short period. For a 
number of years Escomel has enthusiastic- 
ally advocated the internal use of turpen- 
tine as a destructive agent for both tricho- 
monas and lamblia. This author likewise 
recommends a solution of iodin for ‘rectal 
irrigation in conjunction with turpentine 
by mouth. 

In the past few years the introduction 
of transduodenal lavage by the Jutte 
method, it was thought, might offer new 
hope for the removal of intestinal proto- 
zoa. This plan constitutes, in effect, the 
irrigation of the entire intestinal tract 
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from above down with a hypertonic or un- 
absorbable salt solution. Unfortunately 
the early optimism in regard to this method 
was not justifiable, as the writer has con- 
vinced himself from numerous and _ re- 
peated observations. 


DISCUSSION 


Dr. William Litterer, Nashville, Tenn.—I have 
been greatly impressed with the pathogenicity of 
the various flagellates, such as Lamblia intesti- 
nalis, the trichomonas and the cercomonas. In 
the work with the State Board of Health I have 
seen numerous specimens coming in that have 
been loaded with trichomonas and other flagel- 
lates. Dr. Witherspoon, of Nashville, presented a 
very valuable paper on “Flagellate Diarrhea” be- 
fore the last meeting of the Tennessee State Med- 
ical Association, in which he called attention to 
the pathogenic results and gave clinical outlines 
and treatment. It is evident that the flagellates 
are pathogenic from the character and symptoms 
they produce as well as from the presence of 
eosinophilia, and where treatment was instituted 
the various symptoms disappeared. 

An article by Henkelmann was published about 
a year ago which discussed the pathogenicity of 
the flagellates and spoke of them as_ distinct 
clinical entities. Attention was directed to 15 
cases which he had studied closely, some of them 
at autopsy. He states that in some of these cases 
the flagellates had actually gotten into the circu- 
lation. He gives his method of finding the or- 
ganisms in the blood as well as the culture media 
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employed. I do not know whether his blood ob- 
servations have as yet been confirmed. I have 
not been able to confirm them myself on two 
cases of heavy infection. However, the article is 
well written and may be taken for what it is 
worth. The point to be particularly emphasized 
is that we are overlooking the real pathogenic 
power of the various flagellates. 


Dr. J. Birney Guthrie, New Orleans, La.—We 
are admitting the pathogenicity of the flagellates. 
There is no question now about that fact. We 
have to classify them. We are finding a consid- 
erable number of benign flagellates. There are 
flagellates which cause disease and we do not 
know exactly how to get rid of them. We know 
that they are very stubborn as they occur in the 
intestinal tract. The solution of our problem 
of dealing with them is to be found in some 
method for cultivating the flagellates. It re- 
mains for some one like Bass to devise a method 
by which the flagellates can be cultivated, and it 
will then be a comparatively simple thing to find 
an agent which will destroy the flagellates and 
which at the same time will be harmless to the 
host. We are facing a situation which may be- 
come serious as regards distribution. Testimony 
is coming from various parts of the South where 
these flagellates are being identified. Probably 
more of us are looking for them, and perhaps 
also there is an increased distribution of them. 
We must be prepared by cultivating the organ- 
isms and seeking for some substances which will 
destroy the flagellates in vitro. If this can be 
introduced into the intestinal tract possibly 
through the duodenal tube, a long step forward 
will have been taken. 
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TROPICAL DISEASES AND PUBLIC HEALTH 


TUBERCULOSIS INFECTION AND 
TUBERCULOSIS* 


By B. L. TALIAFERRO, M.D., 
Catawba Sanatorium, Va. 


The purpose of this paper is to discuss 
the difference between latent infection and 
active tuberculosis. 

If you think the subject over carefully 
you will see how groundless is the undue 
fear of catching tuberculosis. When fear 
of infection disappears and when you rea!- 
ize how many people are cured of it by 
Nature, you will have a greater interest 
in the disease. Greater interest will cause 
you to study the modern ideas of treat- 
ment and prevention and you will be sur- 
prised to find what wonderful results can 
be obtained by the rest, food and fresh air 
treatment of tuberculosis. Even in mod- 
erate and far advanced cases whom you 
formerly considered hopeless you will be 
amazed at the results of prolonged rest in 
bed. 

It has been said that every one has a 
little tuberculosis. At least one-tenth of 
all deaths that occur in the United States 
each year are due to this disease. With 
150,000 deaths a year, 1,500,000 living 
cases (10 living for each death) would not 
be an excessive estimate. When you con- 
sider the universal habit of spitting, you 
wonder how any one can escape infection. 
If saliva were only blue you would find 
very few objects in the world that are 
handled by man without a blue mark on 

them. Have you ever noticed how the 
street car conductor puts his spit-mois- 
tened thumb on the transfer he gives you? 
You put your thumb on the spit and then 
put the thumb to the mouth. It is a trans- 
fer of spit. Children rolling hoops, play- 
ing marbles and other outdoor games get 
raw, fresh sputum on their fingers. The 
baby crawling on the floor soils his fingers 
with the fresh or dried spit which has been 
brought in on shoes. Fingers and thumbs 


*Read in Section on Public Health, Southern 
Medical Association, Thirteenth Annual Meeting, 
Asheville, N. C., Nov. 10-13, 1919. 
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are in and out of their mouths all through 
the day. How can he escape infection? 

How many unclean, spit-soiled objects 
have you touched today? How many of 
you doctors have spit-free hands? Do you 
put your thumbs or fingers in your mouths? 

When you think about it for a moment 
you must admit that it is almost, if not 
quite, impossible for a child to reach adult 
life without having picked up at least a 
few tubercle bacilli. I am firmly convinced 
that many of the so-called continued fevers 
and other mild upsets of childhood are due 
to infection in some of the lymphatic 
glands, deep or superficial. After a short 
indisposition the little one seems quite well 
again and the gland subsides. The process 
is walled off and no further trouble occurs 
in the vast majority of such cases. 

Later in life the resistance is lowered 
from some disease or from overwork, un- 
der nourishment, bad living conditions, 
etc., and the old lesion takes on new life 
and spreads to the lung or other organ and 
we have tuberculosis, the disease. 

In spite of universal mild infection, or 
we may say partly on account of it, the 
death rate has steadily and continuously 
fallen from more than 300 deaths per 100,- 
000 living in 1882 to 141 in 1916. During 
the war it rose slightly. Better housing 
conditions, higher wages, greater knowl- 
edge, general improvement in living con- 
ditions, education of the patient and pub- 
lic along lines of prevention of infection 
have all helped to lower the death rate. It 
is believed, however, that slight childhood 
infection plays an important part in the 
partial immunization of the race. A 
prominent tuberculosis expert has been 
quoted as saying, “God help the man who 
has not been infected with the tubercle 
bacillus.” Primary adult infection, if it 
ever occurs, is followed, I believe, by a 
rapid course and early death. 

L. Brown, of Saranac, in a study of sev- 
eral thousand cases of supposed marital 
infection, found that the incidence of tu- 
berculosis in married people where one 
partner has the active disease has not been 
shown to be greater in the other partner 

than in the general public. I know you 
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will cite case after case in which you be- 
lieve that the husband caught the disease 
from the wife, or vice versa. If you will 
study the case carefully, in nearly every 
instance you will find that the wife or 
husband had been exposed to some far ad- 
vanced relative, nurse or friend during 
childhood. Even if you fail to find a defi- 
nite exposure in the history you will not 
be able to prove that infection in child- 
hood had not occurred. 

If adult infection occurs at all, it cer- 
tainly ought to be most frequent in mar- 
ried people when one of the couple has the 
disease. Careful study has shown this is 
not the case. 

It is more a question of how much in- 
fection we have rather than whether we 
have it or not. 

Admitting universal infection, we may 
say that 90 out of every 100 people have 
the infection, but have sufficient resistance 
to overcome and hold it in a latent or dor- 
mant state, while in the remaining ten the 
latent or quiescent infection develops into 
active clinical tuberculosis as a result of 
lowered resistance from some cause. 

“Now, if all this is true,” you ask, “why 
spend money on health work and sanatoria 
to prevent infection with the tubercle ba- 
cillus? If infection produces a partial im- 
munity, why not favor careless spitting 
and general exchange of saliva?” 

A small dose of strychnin may help 
while a large dose will kill. This is true 
of the tubercle bacillus. No matter how 
hard we try in this generation, we are not 
going to break the adult population of 
spitting and passing out saliva in cough- 
ing and sneezing and finger licking. But 
we must try with all our might to prevent 
massive infection of children in the home 
of the far-advanced case who raises bil- 
lions of tubercle bacilli a day. Children 
are very susceptible. Many thousands suc- 
cumb to joint and bone and lung infection 
in childhood. We must reduce infection to 
a minimum. We must not let down the 
bars. Until the war we were making good 
progress. Since 1900 the death rate had 
been reduced 30 per cent. We must not 
let up in our fight. Let us not fear infec- 
tion in adult life, but use our knowledge to 
prevent massive infection in childhood. 
Finally, let us impress on the public the 
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importance of keeping up a good resist- 
ance by avoiding all excesses, by taking 
proper rest, moderate exercise, living and 
sleeping in well ventilated rooms, regular 
yearly examinations and by careful atten- 
tion to minor complaints. Advocate the 
building and use of sleeping porches, fresh 
air schools, medical inspection and exam- 
ination of school children, sanitary facto- 
ries and dwellings. Continue the work 
against hook worm, malaria and all dis- 
eases and conditions that tend to lower re- 


sistance. 


DISCUSSION 

Dr. Everett E. Watson, Salem, Va.—Probably 
no other phase of tuberculosis has received as 
much study as the question of infection, and none 
of us are so rash as to say that the last word has 
been said. Many years ago we considered tuber- 
culosis hereditary. It has been definitely proven 
that this is not true. There have only been about 
twenty-five cases in literature in which a child 
was born with tuberculosis. The question arises 
as to when and how we get the infection. Cor- 
nett first advocated the theory of inhalation of 
bacilli-laden dust. He took the dust from rooms 
and workshops where consumptives lived and 
worked, and inoculated animals and gave them 
tuberculosis. Flugge, twenty years ago, tried to 
discredit Cornett’s theory. He made tuberculous 
patients cough on Petre dishes and grew colonies 
of tubercle bacilli; he also had patients cough 
into a pen of guinea pigs and found by autopsy 
that they were tuberculous. He, therefore, con- 
cluded that the majority of infections were the 
result of the inhalation of fine, moist particles of 
sputum from sneezing or coughing. Later on, 
Cheveau and Garlach tried to prove that the ma- 
jority of tuberculous infections were the result 
of the ingestion of the tubercle bacillus gotten 
through milk or other infected foods. Unques- 
tionably all these men were partially right. Dr. 
A. K. Krause, of Baltimore, holds that most in- 
fections are due to hand-to-mouth infection, and 
I think his idea is good. He believes that in the 
majority of cases the bacillus gains entrance 
through the tonsils and nasal mucous membrane 
as a result of the child getting the bacilli on his 
hands and thence to his mouth and nose. The in- 
cidence of infection begins to increase with the 
increased activity of the child. There are very 
few cases of infection known under one year of 
age; at two, 10 per cent; by the age of four, 25 
to 30 per cent; at ten, 50 per cent, etc. Thus we 
see that the incidence of infection does not begin 
to increase rapidly until after the fourth year, 
and by the age of ten 50 per cent are infected. 
Therefore, we can appreciate the danger, to the 
child, of the careless consumptive who spits on 
streets, puts his fingers in his mouth and other- 
wise spreads the bacilli wherever he goes. 

Baldwin, of Saranac, says that childhood is 
the time of infection; that adults are in little, if 
any danger. I believe that is true, because in 
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the thousands of cases where histories have been 
taken there are few in which we can not trace 
the infection back to childhood in some way. So 
we should be careful in spit-swapping, as the 
doctor has said. It is a very expressive term 
and I think carries a good deal of force. Dr. 
Taliaferro said that his paper would probably 
make people careless because if adults are not 
afraid they will be careless. That may be, but 
it is the child we must protect, and if we can pro- 
tect them by being careful and using every means 
at our command to prevent tuberculosis in the 
child, we will in a great measure prevent the dis- 
ease. It is absurd, I believe, for adults to live 
in mortal fear of the tuberculous patient. 


Dr. Roy D. Adams, Washington, D. C.—If the 
impression is correct that we get practically no 
tuberculosis in adult life it would seem that our 
health regulations directed toward the elimination 
of tuberculosis were in a measure misdirected. 
However, it has been pretty conciusively shown 
that the incidence of tuberculosis and the death 
rate from tuberculosis run nearly parallel with 
the general health rate, and after all, although it 
may be futile to attempt to prevent adult infec- 
tion, we do accomplish a purpose in minimizing 
the tubercular infection, that is, we enab. the 
individual to get his early dose in a more diluted 
form. 

The question of the transmission of tubercu- 
losis from one adult to another seems to me to 
depend to a considerable extent on the definite re- 
action to the first dose of tuberculosis, and in the 
second place to the infections with which the indi- 
vidual has been previously inoculated. This is 
entirely different in animal experimentation. 
The experiment of Koch has demonstrated an en- 
tirely different reaction to the initial infection. 
In cases of manifest tuberculosis which follow 
an initial infection which is sufficient to produce 
a definite manifestation of the disease, the pre- 
dominant feature is marked hyperplasia of the 
lymphatic glands. In India, or in Africa or the 
tropics it is different in its manifestation in 
adults. The predominant feature is the reaction 
of the lymphatic glands. Often the pleura will 
be covered by a massive exudate. The lungs are 
dry and pneumonic. The heart seldom is infected, 
but in chronic tuberculosis it is frequently in- 
fected. This is an entirely different clinical pic- 
ture from that in adult cases of tuberculosis in 
this country. 

In regard to widespread infection it has been 
pretty definitely shown that in a virgin soil tu- 
berculosis, when it becomes manifest, runs a rapid, 
acute course. In the autopsies done on the other 
side on American soldiers, although they found a 
few cases which resembled tuberculosis as they 
see it in the fulminating cases here, most of the 
findings were those we are accustomed to see in 
chronic cases of tuberculosis on this side. 


Mr. Ernest Kelly, Washington, D. C.—It is dif- 
ficult for a layman to talk to physicians on a 
subject like this. It has been pretty well proven 
that the infection of the human being with the 
bovine bacillus is a fact. The work of Park and 
Krumweide in New York to me has great signifi- 
cance because of the fact that they found in ex- 
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aminations of children that a considerable propor- 
tion of tuberculosis was due to the bovine type 
of organism. A part of the infection of children 
is due to the use of milk from tuberculous cows. 
I do not say that for any scare-head effect, but I 
have seen so many post-mortems of cattle and I 
have seen the result of so much work on the dis- 
ease among cattle, that I am convinced it has a 
very potent influence on the health of human be- 
ings. 

We have found that the milk as it comes from 
the udder of the cow is generally free from tuber- 
culous organisms, except in cases where the udder 
itself is the seat of a tubercular lesion. At least 
I know of no instance where tubercular organ- 
isms were ever recovered from the milk stream 
except in cases of udder infection. But Schroeder 
has shown that in the operation of drawing milk 
from the cow there is considerable contamination 
of the milk from manure, from the body of the 
cow becoming splashed and dropping into the 
milk pail, and he has found that a considerable 
portion of the milk supply of the average city is 
actually infected with tuberculous organisms. 

The means to remedy this situation are two- 
fold. First, we can have healthy cattle, so far 
as we can determine by the use of the tuberculin 
test. In our experience this is 98 to 99 per cent 
accurate. Those cattle reacting to the tuberculin 
test will show lesions in 98 to 99 per cent of 
cases at post-mortem. Some animal far advanced 
in the disease will not ordinarily react, but these 
can usually be detected by careful physical ex- 
amination. 


We can either apply the tuberculin test or we 
can see that the milk is properly pasteurized. I 
think it is proven that the tubercular organism 
is killed by heating to 142° F. for thirty minutes. 
We recommend that the milk be heated to 145° 
F. to allow for variations which occur. Of course 
in many of the smaller towns the people are able 
to secure milk from healthy herds, but there is 
no question that in the average city of any size 
proper pasteurization under competent supervi- 
sion is the greatest immediate safeguard that 
can be secured. 

Some advise the use of raw milk. I know of 
one dairy producing milk from 600 cows. These 
cattle had been tuberculin tested for years. A 
new test was made and over 200 cows reacted and 
were removed from the herd. This milk had been 
used especially for infant feeding for years, had 
been labeled and stamped with the approval of 
the milk commission as being the safest milk to 
feed children. We have had outbreaks of septic 
sore throat and other outbreaks from raw milk 
supply. Milk is handled a great deal from cow 
to customer and by so many people that it is not 
always possible to supervise them all in a large 
city. I am convinced, first, that milk is a potent 
factor in the transmission of tuberculosis from 
cattle to the human family; and _ second, that 
proper pasteurization at 145° F. for a half hour 
is the greatest safeguard that can be afforded as 
regards the milk supply. 


Dr. Taliaferro (closing) —I would not be under- 
stood for a moment as advocating letting down 
the bars in the prevention of tuberculosis along 
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the lines we are working at the present time, but the obvious difficulty of the essential and 
I would urge that we insist more upon educating ¢ontinuous control of the human carrier.’ 
the public with regard to what I called spit- 2. The very evident small amount of 
We try to teach the patients at Catawba Sana- Malaria prevalent in areas so far investi- 
torium the truth as far as we know it, and I feel gated as determined by history and blood 
that we -— to = —_ the yee —_ in- jndexes of actual residents of the rice 
fection. e urge the importance of not infecting 
children, and we tell them that of course if they ona in towns and villages adjacent 
hereto. 


are careless among adults they will be careless 
among children. We teach them good habits at the 3. The enormous production of anopheles 
Sanatorium, to cover the mouth when coughing mosquitoes of practically one type, the 


and sneezing, and we insist on their using a A - F 
folded piece of gauze, several folds, so that neither anopheles quadrimaculatus, in the rice 
their hand nor the pocket will be contaminated, fields of Arkansas, a lesser degree of pro- 
and then they do not throw it down, but keep it duction in Louisiana conforming to three 

types, the anopheles punctipennis, crucians 


folded and have it burned. ; ‘ 


was in mortal fear of being infected with tuber- ‘ Joie 
seasonal type variance, and the negligible 


culosis. That was before I had studied the sub- 
understand the production of any type in California.* 
ave. ave the greatest sympathy with them, ; j 
and that was one of my reasons for writing this 4. The recording of experimental but 
paper. actual mosquito control in rice fields 
As Dr. Watson said, the last word has not through the use of oil and top feeding 
been said, but I believe we are getting nearer to minnows along with a few observations of 
the truth and to the last word at the present the possibility of a chemical control by 


fertilizing material such as the acid phos- 


time. 

THE MALARIA PROBLEM OF THE Phates. ow 
RICE FIELD OF THE UNITED 5. The determination of experimental 
STATES* flight distance of one mile of the rice field 
bred anopheles quadrimaculatus along 
with the recording on separate occasions on 
observational flight distance of 1.7 miles 
W. C. Purpy, MS., of the same type of mosquito. The experi- 
Epidemiologist and Plankton Expert, Re- Mental flight was of added importance 
spectively, U. S. Public Health since the majority of stained mosquitoes 
Service used were engorged females, therefore pos- 
: sibly infected. Again, the flight was to- 


The assignment of the investigation of of 
the effect of rice culture on the incidence 
of malaria in the United States was given ‘Me maximum breeding area. 


. one of us (Geiger) in April, 1917, by EPIDEMIOLOGY 
ssistant Surgeon-General H. R. Carter. . . 

The work was begun in Louisiana in the A. B. 
vicinity of Crowley. Since that time and C ordi y Bised Bese 


notwithstanding interruptions because of 
the necessity of performing other duties The epidemiology of the rice fields so 
incident to the United States’ entry into far as it concerns malaria may, to advan- 
the World War, the investigation was ex- tage, be divided into two separate heads, 
tended, in 1918, to the rice fields of Ar- A and B. Under A, we can consider 
kansas near Lonoke, and in 1919 to those physiography and comment freely on cer- 
of California, near Chico. The outstand- tain observations having important bear- 
ing features as ascertained so far are: ing on the subject. Under B, we must 
1. The practical possibility of malaria consider the specific facts learned through 
control in any rice district, but limited in history and blood indexes. 
its scope of application because of cost and A.—Rice cultivation has been success- 
fully carried on in Louisiana for at least 
twenty-five years, for fifteen in Arkansas, 


*Read before. Conference on Malaria (National 


Malaria Committee), Southern Medical Associa- 
tion, Thirteenth po Mae Meeting, Aahovilie, N. and for the past seven years in California. 
C., Nov. 10-13, 1919. 


The physiography of the rice fields them- 
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selves is comparatively similar in the 
above states, but in California differs to- 
tally as to the surrounding country from 
Arkansas and Louisiana. California is not 
broken up into small and sometimes large 
number of groves of trees, swampy areas, 
and low undulations, usually carrying wa- 
ter and frequently of considerable size, 
with wooded banks, the so-called bayous. 
Again, the rainfall in Arkansas and 
Louisiana is absolutely dissimilar to that 
of California, there being instances in 
Louisiana in 1919 where the rainfall was 
sufficient to maintain the proper amount 
of water necessary for rice cultivation 
without adding to the initial flooding. To 
this increased precipitation for 1919 may 
be attributed the added incidence of mala- 
ria which was distinctly obvious in the 
Louisiana fields in September. As an off- 
set to the rainfall, the farming methods 
used in California particularly in reference 
to drainage can not compare to those of 
Louisiana and Arkansas, though these are, 
in themselves, by no means perfect. In 
all the areas investigated, rice cultivation 
methods are for lucrative returns first, and 
as a result, drainage ditches are badly 
maintained. Thus very suitable mosquito 
breeding places and likewise the number 
of mosquitoes are considerably increased. 


To the average person it would seem 
that since the rice fields and their result- 
ing environment produce mosquitoes in 
countless numbers, screening would be a 
measure universally used if only for per- 
sonal comfort. It is illuminating here to 
record the efforts of a Louisiana rice 
farmer to screen his barn rather than his 
house. In answer to a direct question he 
gave the simple but plausible explanation 
that he obtained more work from his 
mules. Within the past few years screen- 
ing against mosquitoes is being universally 
carried out in Louisiana, less in Arkansas, 
and in California it is 100 % imperfect on 
account of improper installation and size 
of wire mesh. 

B.—To determine to what degree is the 
frequency of malaria in the rice fields, the 
popular local belief invariably being that 
it was excessive, history and blood indexes 
were taken in parts of all three districts 
with interesting comparative _ results. 


These results are a valuable contribution 
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to the knowledge of malaria in California, 
Arkansas and Louisiana, inasmuch as they 
allow one to centralize such information 
as specific for local districts, entirely apart 
from the malaria endemicity in the state 
as a whole. 


History Indexes.—These indexes were 
based on the history of chills and fever 
for the previous summer, and they offer 
parallel data for the areas investigated. 
The total incidence of malaria from his- 
tory alone in the combined rural and town 
population in both the Louisiana and Ar- 
kansas districts is the same, approimately 
29%. The history incidence in California, 
when compared to that in Louisiana and 
Arkansas, is almost one-third less. The in- 
cidence in all of the above areas was twice 
as high between the ages of 10 and 15 and 
equally distributed between sexes. In 
Arkansas and Louisiana, contrary to what 
we expected, the comparative incidence of 
whites and negroes was practically the 
same. 

It is interesting to note that rice has 
been grown in Louisiana and Arkansas 
practically twice as long as in Calfornia. 
This does not by any means explain the low 
endemic incidence of California, since in 
Richvale, a comparatively new in age but 
an old rice town, we have practically a 
negative history and an absolutely nega- 
tive blood index. Ninety-five per cent of 
the residents are Swedish and came direct 
from Nebraska and give no previous his- 
tory of malaria. Therefore, Richvale is a 
new but old rice town with no previous 
or present history of malaria. How long 
such a community may remain uninfected 
is a matter of conjecture. The advent of 
strangers as possible carriers would offer 
their best means of infection since an- 
opheles quadrimaculatus were in evidence. 
Investigation showed that such contact 
does occur in a very small way in July, the 
time of water grass pulling, and in a large 
way during harvest time, the middle of 
October. It is our opinion that mosquito 
production and flight are negligible at this 
time. 

Blood Indexes.—A slide endemic index 
(thick smears) was obtained from over 
5,300 persons in January, April, May and 
June in the areas investigated. The month 
of obtaining the index was not chosen for 


ad 
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_any particular purpose except in Arkan- 
sas, where control measures were the para- 


Vol. XIII No. 8 


mount issue. It is fortunate that all in- 
dexes with one exception were taken in the 
spring months, January and May in Ar- 
kansas, April in Louisiana and June in 
California. It is interesting to compare 
the gradual increase, January .5, April 
1.1, May 1.6, and June 2.2. These re- 
sults can easily be considered low, even 
for a spring index. Granting that such 
an index does vary in different seasons and 
that the history index of chills and fever 
is not entirely reliable, one is at a loss to 
judge conditions, because neither are indi- 
cative of a grave malaria incidence. Re- 
ports of clinical cases checked by micro- 
scopic examination of blood offer the best 
means of judging the malaria incidence of 
any community, and even these may 
prove inaccurate because of self-treatment, 
which is the universal rule in Arkansas. 


One is apt to call those proved positive 
on microscopic examination in malaria en- 
demic indexes, true carriers. It is inter- 
esting here to record that in Arkansas 
and Louisiana the blood of the majority 
of the positives showed only ring forms 
of the malaria parasite, while those in 
California give directly opposite results. 
Again in Arkansas on several occasions 
opportunity was given us to study the in- 
termittency of the carrier. One could, 
from our California results, easily assume 
that the season changes, the cleavage prob- 
ably occurring in June, the form and num- 
ber of parasites in the blood of the malaria 
carrier, therefore, increases materially the 
danger to the community and bringing on 
in observed instances a distinct clinical re- 
lapse. 


MOSQUITO OBSERVATIONS 


Rice fields would be known to be a large 
factor in the incidence of a mosquito-born 
disease, such as malaria, if it could be 
shown (1) that malaria-bearing varieties 
of mosquitoes do breed in large numbers 
in this environment, and (2) that these 
rice field-bred anopheles are capable of 
transmitting infection. Then it would log 
icaliy follow that, if malaria patients be 
accessible to the mosquitoes, these rice 
fields would indeed be vast potential dan- 
ger zones accompanied by inefficiency 
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which would be stressed in its importance 
by incalculable economic loss. 


A knowledge of the facts in the case is, 
however, imperative. We want to know 
(1) if malaria-bearing anopheles breed in 
quantity (a) in the rice fields, or (b) in 
the puddles, ditches and slow-moving 
streams created temporarily by supplying 
water to these fields and later draining 
them for harvest. (2) If malarial mosquitoes 
breed in the fields, is there a remedy ca- 
pable of practical application, such as a 
larvicide which will not harm fhe rice, or 
an effective natural enemy, such as top- 
feeding minnows. (3) If outside puddles 
and drainage ditches resulting from rice 
culture are chiefly responsible for the 
breeding, if it is feasible, and if it is pos- 
sible, from an economical point of view, to 
so handle this water in the flat rice-grow- 
ing districts that breeding of mosquitoes 
therein may be controlled. Finally, (4) it 
is still an unsettled question whether rice 
field-bred anopheles can acquire and trans- 
mit malarial infection as readily as do 
those malaria vectors which breed in natu- 
ral water bodies. There are statements by 
Celli and Stanborn which are quoted by 
Ross that anopheles, normally efficient vec- 
tors, may lose this power by (a) certain 
foods and (b) hyper-parasitism. Whether 
this condition obtains for this anopheles 
breeding in rice field areas is believed to 
be worthy of further investigation. We 
wish to record here a negative transmis- 
sion experiment with rice field-bred an- 
opheles quadrimaculatus while working in 
the Arkansas fields. It must be remem- 
bered and taken into consideration that 
we were conducting our experiments on 
typical carriers showing few parasites. 
Two years of work has put us in posses- 
sion of valuable data relating to problems 
1 and 2. Problem 3 is largely a matter of 
engineering skill, community enlighten- 
ment, and community effort, both of which 
must be persistent and untiring. Problem 
4 is unsolved. 


INVESTIGATIONS OF BREEDING IN ARKANSAS 
RICE FIELDS 


General Plan of the Work.—During 1918 
ten small fields of rice, of one acre each, 
isolated by levees, but forming a part of 
larger rice fields adjoining, were under 
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continuous observation. All of these ten 
fields were watered separately from a canal 
whose water had not previously been on 
rice. All fields were subject to the usual 
program of watering as practiced in Ar- 
kansas. Examinations for presence of 
larvae were made every week or ten days. 
Frequent examinations were made in the 
large fields adjoining and in other nearby 
rice fields. 

Technic.—The deeper water along levees 
and also the midfield, where rice stood 
thick, were examined for larvae by taking 
an equal and constant number of dips in 
each of these two typical environments of 
the rice field. After recording results, 
larvae were replaced in the field. The total 
number of larvae and pupae thus found 
along levee and in midfield was regarded 
as the “catch,” and this constituted the 
basis of comparison used. This procedure 
was adhered to throughout. Presence of 
other forms of life, both plant and animal, 
was recorded. 

Other Water Bodies. — Water bodies 
other than the rice field were not accessi- 
ble for similar routine examination and 
comparison, for the reason that every pos- 
sible breeding place was subject to rigor- 
ous control measures due to the presence 
of a military camp near Lonoke. Many 
ditches and puddles showed heavy breed- 
ing when found, but immediate control 
measures prevented further examination. 


TRIAL OF REMEDIAL MEASURES 


The ten rice fields referred to above 
were used during part of the season in try- 
ing out oil, oiled sawdust, top minnow and 
intermittent irrigation as control meas- 
ures. 

Emphasis was necessarily placed upon 
two points: (a) the remedy applied must 
not result in injury to the rice; and (b) 
the mosquito larvae must be heavily re- 
duced. 

1. Oil—An effort was made to protect 
rice from injury by applying the oil by a 
drip-can placed at the water entrance, thus 
delivering the oil as water flowed on the 
plot. Results were not satisfactory. The 
oil puddled in the rice within a radius of 
fifty feet or less about the entrance. While 
larvae were killed within this area, they 
were not reduced materially in other parts 


of the one-acre plot to which oil did not 
penetrate. A little of the rice was killed 
by the oil. 

Another method produced excellent re- 
sults. Dry sawdust was saturated with 
oil and sown broadcast in the rice, one 
bushel of sawdust thus distributing three 
gallons of oil. No harm was done to the 
rice, perfect distribution of the oil was 
obtained, and larvae were almost elim- 
inated. So far as known, this method of 
protecting rice from injury by oil which 
is applied in sufficient amount to form a 
larvicidal film was first used in our rice 
plots in Arkansas. 


2. Fish—Fourteen hundred minnows 
(Gambusia) placed in a one-acre plot re- 
sulted in moderate reduction of mosquito 
larvae, except the very minute ones. The 
fish, once introduced, apparently con- 
tinued their moderate destruction of larvae 
during the remainder of the season. 

The fish were always to be found near 
the water inlet of plot or along the levees. 
Very rarely was one seen in midfield, 
where rice was thick and the light much 
reduced by overhanging rice stalks. How- 
ever, nearly half of the mosquito larvae 
were found in midfield. It thus seems that 
these fish are larvicidal agents of only 
moderate effectiveness in a rice field. 


3. Intermittent Watering.—This means 
draining the rice plots and thus removing 
mosquito larvae, then reflooding plot be- 
fore the rice suffers injury. Trial of this 
scheme on two plots demonstrated that 
mosquito larvae are removed in part, but 
not destroyed, and that as a remedy it is 
not applicable to rice field conditions. 


RESULTS 

Net results may be summarized as fol- 
lows: 

A. Breeding.—Anopheles breeds within 
certain areas of the rice fields of Arkansas 
in about equal quantities with culex, both 
being found in moderate abundance out- 
side of rice fields. 

The breeding (which occurs with fair 
uniformity in all parts of the field), be- 
gins about ten days after the fields are 
flooded, and continues, with some varia- 
tions, until late in September. 

B. Control Measures.—Oil can not be 
applied in the usual manner in rice fields 
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without injury to the rice, but the latter 
may be protected from injury by oil such 
as used for larvicides and this successfully 
applied with excellent larvicidal results by 
means of oil-soaked sawdust sown broad- 
cast. 

Top minnows produced moderately good 
results when 1,400 were present in a one- 
acre field. 

The rice field containing a heavy stand 
of rice is not comparable with a pond con- 
taining little or no obstruction to move- 
ments of fish, nor with a ditch whose chief 
dimension, length, may be continuously 
patrolled by scores of fish. The rice field 
is a continuous series of excellent hiding- 
places for the larvae and of effective ob- 
stacles for the fish. 

Intermittent irrigation with untreated 
water is a failure in Arkansas as a remedy 
for mosquito breeding in the rice fields. 


INVESTIGATIONS IN CALIFORNIA 


General Plan of the Work.—This was 
similar to that in Arkansas, but three dis- 
tinct environments were accessible for 
study throughout the season from April to 
October. These were (1) seepage water, 
in roadside ditches, etc., near large irriga- 
tion canals; (2) small irrigation ditches, 
grassy and neglected; and (3) rice plots 
and rice fields. 

Observations were begun about April 
15 on a number of puddles and ditches 
and on a puddle or two within the area 
later to be planted to rice. 

Rice is sown about the first week in n May. 
Water is then turned on for a few hours, 
to soak the ground and hasten germination 
of seed. This partial watering is done 
two to three times a week for about five 
weeks, when (the rice now being 8 or 10 
inches high) the fields are flooded and 
kept in this condition until drained for 
harvest. 

Nine plots of rice, of one-fifth acres 
each, were kept under constant observa- 
tion. Weekly counts of larvae were made 
in these plots and in the large rice field 
adjoining. Weekly examinations were 
also made on a large roadside seepage pud- 
dle near by (whose water came from the 
rice fields canal), and on three small, 
grassy irrigation ditches two miles dis- 
tant. At one of these ditches a concrete 
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bridge furnished an ideal place for collect- 
ing imagoes. These collections were con- 
tinued from June to November and were 
identified later at the laboratory. 

In all cases an “examination” consisted 
of a definite number of dips taken at rep- 
resentative places in the ditch, puddle or 
field concerned. 

RESULTS 


It was soon observed that, while breed- 
ing was moderate in the seepage puddle 
near the rice plots, the plots themselves, 
located just on the reverse side of the rice 
fields canal, showed practically no breed- 
ing. Meantime breeding was heavy in the 
small grassy irrigation ditches. The fol- 
lowing tabular statement will illustrate: 


AVERAGE NUMBER OF MOSQUITO LARVAE PER 


EXAMINATION 
Months 
Environment May June July Aug. Sept. 
Seepage puddle .......0..000......... 26 18 6 3 2 
Irrigation 15 12 34 96 
Rice plots . 1 1 *1/3 1 
1 0 *1/3 1 


ss 


It is thus <ianein that, as the pres- 
ent investigations show, mosquito breed- 
ing in California is not a problem so 
far as the rice fields themselves are di- 
rectly concerned. This is emphasized by 
results of examinations in the Arkansas 
rice plots. The technic was identical, and 
the following comparison is based on the 
same number of dips constituting an ex- 
amination: 

AVERAGE NUMBER OF MOSQUITO LARVAE PER EX- 


AMINATION IN RICE PLOTS IN ARKANSAS, 
1918, AND IN CALIFORNIA, 1919 


June July Aug. om 
9 13 7 


*One larva was found in three examinations. 


In the Arkansas investigation the only 
anopheline found in quantity was A. quad- 
rimaculatus. In California, the catches of 
imagoes under a bridge during June to 
September, inclusive, show that A. occi- 
dentalis (which is practically the same as 
A. quadrimaculatus) is the prevailing 
anopheline as shown by the following tab- 
ulation: 


IMAGO CATCHES UNDER BRIDGE, GIVING PER CENT 
OF VARIETIES TAKEN IN CATCH 
June July Aug. 
‘0 


A. Occidentalis ................ 
A. Pseudopunctipennis 6 14 6 
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LOUISIANA 

Observations were begun June 1. In 
large rice fields, ten days after irrigation, 
mosquitoes were breeding in quantities of 
sanitary importance. 

Successive catches in June showed only 
anopheles crucians and A. punctipennis, 
the former about twice as abundant as 
the latter. A. quadrimaculatus was first 
found in the latter part of June, and by 
July 10 had superseded all other. These 
observations as to breeding were checked 
by catches of imagoes in nearby barns. 
During the latter part of June and the first 
of July, salt water entered the Louisiana 
canals. In a field containing this water, 
showing from 12 to 23 grains of salt per 
gallon, A. crucians was the only anopheles 
present. 

In September and October, 1919, ob- 
servation showed very few and small an- 
opheles quadrimaculatus breeding. The 
unusual number of top-feeding minnows 
present could be considered as constituting 
perfect fish control. 


CHEMICAL CONTROL WITH FERTILIZER 
MATERIAL 

In Louisiana, a limited number of ob- 
servations were made on rice plots in 
which fertilizing material of various kinds 
had been used. These observations were 
concentrated on the acid phosphate group 
and show an unusually small number of 
larvae when compared to similar areas in 
the same vicinity. Due to the fact that the 
absence of a normal growth of rice in the 
plot so treated may have influenced the 
production of larvae, these results can only 
be considered interesting and a basis for 
future work and observations. 


GENERAL SUMMARY 


1. Mosquito breeding in rice fields them- 
selves is a problem in Arkansas and 
Louisiana, but not in California. Various 
references have been made to increased 
breeding outside of the rice field. That 
this would not influence materially mos- 
quito production if control measures were 
instituted in ditches, etc., was demon- 
strated in Arkansas, where such measures 
were rigidly carried out. 

2. Top-feeding minnows and oil-soaked 
sawdust are two control measures that are 
applicable to rice field conditions. In the 
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former this was conclusively demonstrated 
in September and October, 1919, in the 
rice fields of Louisiana, particularly at the 
United States Rice Experiment Station, 
Crowley. In some twenty plots on this 
station, one-tenth acre in size, over 1,000 
dips into the water were made. In no in- 
stance were anopheles larvae more fre- 
quent than 1 to 20 dips, and these larvae 
were small in size. Such conditions pre- 
vailed around the levee and in the shaded 
midfield. A like condition, practically, 
existed in the ditches outside. This could 
be considered perfect fish control. 

In the latter, the cost of application of 
such a control measure may prove too 
much an added expense to the crop itself; 
though such a measure would be used only 
within flight distance of villages and towns. 

3. Malaria at this period in California 
is not itself a menace to the cultivation of 
rice and therefore community health. 
Louisiana and Arkansas districts have 
many and grave possibilities, as demon- 
strated by the enlarged incidence of ma- 
laria in Lousiana in 1919. Screening of 
living quarters ordinarily imperfect in all 
the above districts should be intelligently 
carried out. Likewise, accurate reporting 
and proper treatment of clinical cases by 
physicians should be rigidly enforced. 

4. Transmission experiments with rice 
field-bred anopheles mosquitoes shares in 
its importance in the problem with the de- 
termination of the factors as to the absence 
of anopheles larvae in the area investi- 
gated in California. The former is neces- 
sary in view of our epidemiological find- 
ings and our negative results of the trans- 
mission experiments carried out in Ar- 
kansas. The latter is singularly impor- 
tant, if we can determine the factors in- 
fluencing same and duplicate in other 

places like conditions. 
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DISCUSSION 


Dr. Charles W. Garrison, Little Rock, Ark.— 
Owing to the combined methods of controlling 
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malaria it was controlled in the extra-cantonment 
zone around Lonoke and controlled perfectly. 

In regard to the commercial proposition, it 
seems to be impracticable, certainly in Arkansas, 
as an economic measure. It is a little beyond us 
yet, but the methods of the public health author- 
ities were effective in this zone. 


Dr. H. R. Carter, U. S. Public Health Service, 
Baltimore, Md.—The investigation of the effect of 
rice culture on the prevalence of malaria, and the 
effect of the use of water for the purpose on the 
prevalence of malaria, are justly field problems, 
and field problems of great value. The object of 
the investigation is to determine a means to con- 
trol the mosquitoes. The work of malaria control 
in rice fields was commenced in the early spring 
of 1917. We then went to war and had to stop 
it. Of course all of you know the physical re- 
quisites of raising rice. The land has to be 
flooded from an inch to six inches during prac- 
tically all the mosquito breeding period. Rice 
has been raised in many countries. In Italy they 
have a law which does not allow rice to be raised 
within one and one-half kilometers of a village. 
They have given up the control of malaria. In 
India the rice fields are in the healthiest part of 
that malaria-ridden country. That is due to the 
fact that the particular kind of anopheles breed- 
ing there does not carry malaria. The highlands 
are far more infected with malaria than the rice 
fields. Of the Atlantic Coast I know something, 
because my people used to own the land, and 
the negroes only went in to work after the 
“miasma” had been dissipated by the sun. Such 
fields as I have investigated there breed anopheles 
freely. Nobody is supposed to live on the rice 
fields. In Arkansas it has been found that the 
villages and farm houses in the rice fields are not 
badly infected with malaria. In the little town 
of Stutgart there is little malaria. At Lonoke 
they found a total blood index of 1.6, practically 
none at all, and yet the heaviest breeding of an- 
opheles that has ever been recorded on earth was 
there at Stutgart. Mr. LaPrince investigated a 
barrel and counted over 2,800 winged insects. 
Nothing in any other place will touch the breed- 
ing that occurs around Stutgart, and yet malaria 
is not a serious problem there. Nevertheless, I 
can not make the statement that was made re- 
garding India, for they are the anopheles quad- 
rimaculatus, a most efficient carrier. 


In Louisiana, we found that the malaria was 
said to be on the bayous and not in the rice fields. 
My first step was to determine whether that was 
true, and the blood index is the best test. We 
took a blood index there and found it low, which 
means little malaria. The next question was the 
amount of anopheles breeding. It was free, but 
not as profuse as we suspected. The next thing 
was to determine whether production took place. 
Breeding is one thing and production another. 
There may be a good many larvae, but not much 
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production of imagos. We intended to visit the 
barns and stables and see how many winged mos- 
quitoes we could find and catch, then to go into 
the houses, and determine if the screening was 
effective. If we found that they freely went to 
the barns and to the houses there were only two 
things: either they had no means of becoming 
infected by people, possibly few gametocytes in 
their blood, or the insects were not capable of be- 
ing infected. In Louisiana and Arkansas the 
people travel about a great deal and a community 
can not go year after year without gamete car- 
riers coming in. The next thing was to have com- 
parisons made to see if the insects were incapable 
of being infected. That looks like a far-flung 
thing, and we have not yet been able to carry it 
out, but there are some things which make it nec- 
essary to examine into it. Cases of the kind 
have been reported from Africa and from some 
places in Italy. It is possible that anopheles from 
these rice fields are not capable of conveying ma- 
laria. Unquestionably there was no limit in Ar- 
kansas to the number of anopheles that were 
there, and while there was some malaria there was 
not a great deal of it. 

The methods of control were not directed to- 
ward prevention of anopheles; that need not be 
attempted in a rice community. It lays between 
screening and elimination of gametocytes from the 
human carrier. 

In Lonoke an aviation camp was established 
and it was not permitted to raise rice within five 
hundred yards of the camp. In attempting to 
prevent the infection of the men we tried two 
things: we screened the village to protect the 
anopheles from the people who carried the gametes 
in their blood. Then we tried the cure of the 
carriers found by the blood examination, and the 
results were extremely good. There were 522 
cases of malaria in 1917, the year before our 
work, and only a single case in 1919. 

The rice problem is a very great one. In Cal- 
ifornia anopheles do not seem to breed in the 
rice fields. In Arkansas they give the biggest 
production that has ever been recorded. Cali- 
fornia has no problem with the anopheles, except 
handling the irrigation ditches. 

I can not say I ever found anopheles in a place 
where I did not think they would be, but I have 
not found them in a great many places where I 
thought they would be, and the California rice 
fields may be one of them. We do find them in 
the rice fields of Louisiana and enormous breed- 
ing in Arkansas, but practically no malaria 
around the rice fields in Louisiana and California, 
and very little around the rice fields in Arkansas. 


Dr. Charles W. Garrison, Little Rock, Ark.— 
Dr. Von Ezdorf, who made the first survey in 
Arkansas, offered this suggestion: that Stutgart 
was the best screened town in the State and the 
residences in the rice belt as a rule were better 
screened than other towns of necessity because 
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of the enormous production of mosquitoes, and the 
doctor felt that was a very determining factor 
in the reduction of the incidence of disease in 
those particular towns. 


Dr. Graham E. Henson, Jacksonville, Fla.— 
One of the most important points made during 
the entire morning is the demonstration that with 
a low blood index of a community it matters little 
as to the number of anopheles present. With a 
high blood index and a small number of an- 
opheles you will have a larger percentage of ma- 
laria than with the low index and many an- 
opheles. I demonstrated many years ago that 
the intensity of an infection is very largely af- 
fected by the number of gametes that are con- 
tained in the individual upon which the mosquito 
feeds. In other words, the blood of the indi- 
vidual containing 100 gametes to a mm. will 
give a much more intense infection to the mos- 
quito than those individuals who have a low per- 
centage of gametes in comparison with leuko- 
cytes. This mosquito in turn transmits a more 
intense infection. 


Mr. J. A. LePrince, U. S. Public Health Serv- 
ice, Memphis, Tenn.—One observer, who has been 
studying the malaria problem, has stated that 
there are times in the rice fields when they are 
unable to have enough labor to care for the crops 
because of the frequent chills and fever among 
the field hands. In the California district it 
would seem that the outlet or seepage ditches are 
the main source of trouble, and apparently the 
controlling of anopheles production can be accom- 
plished by drainage. The whole problem appears 
to come down to the question of whether or not 
we can treat the rice fields of Arkansas to make 
them similar to the fields of California, i. e., pre- 
vent anopheles production in the flooded rice 
fields. There may be other methods of control 
by the treatment of the water by some means not 
yet understood. 


Dr. James A. Hayne, Columbia, S. C—I am 
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interested in the question of the rice fields. South 
Carolina had rice fields when Arkansas was a 
swamp and California an unknown quantity. We, 
however, abandoned the raising of rice. In re- 
gard to the question of malaria, in the rice fields 
in South Carolina there was plenty of it. The 
inhabitants formulated for us, without any in- 
formation about the mosquito, plans as to how 
they could live on the rice fields. They knew 
they must never go out after sundown, and they 
must not get up and go out in the morning until 
the dew was off the grass and the sun at least 
an hour high; that they must live on the second 
or third floor; that pine smoke was very effective 
in keeping off malaria. And those workers for- 
mulated a plan by which they could live even 
though there was malaria, and much of it, in the 
rice fields. As to why this breeding occurs and 
does not occur in certain places, I have wondered 
if the temperature of the water did not have a 
good deal to do with it. I know the quadrimacu- 
latus will breed better in warm water than in 
cool. Is it not possible that in California, which 
has a terrible climate—I nearly froze to death in 
San Francisco—the water is too cool to breed the 
anopheles quadrimaculatus? 


Dr. John A. Ferrell, New York, N. Y.—I 
should like to inquire if, in the breeding places 
studied, attention was given as to whether or 
not the hydrogen-ion concentration had any influ- 
ence on mosquito breeding. 


Dr. Geiger (closing).—Dr. Hayne broupht up 
the question of the temperature of the water of 
the rice fields in California. In the Chico dis- 
trict the water used for irrigating rice fields is 
river water from the Sacramento so, ordinarily, 
it is cold, but the temperature in the rice fields 
there is favorable in comparison to that of Ar- 
kansas. 

In Arkansas the work was done by the control 
of the human carrier and by screening, but we 
feel that malaria was entirely eliminated by con- 
trol of the carrier. 
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UNUNITED FRACTURES OF THE 
NECK OF THE FEMUR* 


By WILLIS CAMPBELL, M. D., 
Memphis, Tenn. 


Non-union occurs more frequently in 
fractures of the neck of the femur than in 
any location in the skeletal system. This 
is thought to be due (1) to interruption in 
the circulation of the nutrient artery to 


Fig. 1—-Showing complete absorption of head and 
distal fragment within acetabulum. Fair 
function. 


the head, (2) synovial fluid inhibiting cal- 
lus, (3) usual causes of non-union, that 
is, syphilis, interposition of muscle, etc., 
and (4) most frequently failure of ana- 
tomical reduction. 


*Read in Section on Surgery, Southern Medical 
Association, Thirteenth Annual Meeting, Ashe- 
ville, N. C., Nov. 10-13, 1919. 
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SURGERY 


RAILWAY, INDUSTRIAL, GYNECOLOGICAL, 
OBSTETRICAL AND UROLOGICAL 


The well-known disability is permanent 
and progressive, the entire extremity be- 
coming an unstable, painful and almost 
useless appendage. In discussing this con- 
dition a thorough knowledge must exist as 
to the type, anatomical location and me- 
chanics of fractures common to this region 
which differ materially as to prognosis. 
1. Fractures of the base of the neck, tro- 
chanteric, intertrochanteric and subtro- 
chanteric, unite readily. 


Fig. 2.—Ununited central fracture of the neck 
of femur six months after operation. Per- 
fect function. 


2. Fracture of the neck where the distal 
fragment is within the acetabulum may 
give good functional result without bony 
union, a fact well worthy of note. 

3. Impacted fractures may unite by sim- 
ple rest in bed or any form of hip support. 


1920 585 
uth 
We, 
We, 
re- 
Ids 
The 
in- 
ow 
ew 
ey 
til 
st 
. 


SOUTHERN 


586 


4. Fractures of the neck proper, “cen- 
tral,” is the only location where non-union 
occurs with a greater degree of frequency 
than other fractures. Until recent years 
no bony union was considered possible in 
the neck. This fracture alone is worthy 
of discussion, as fractures at other points 
in the vicinity unite as does any normal 
bone, and do not present a real surgical 


Fig. 3,.Case 1.—After operation, three months 
later, showing graft in position. 
problem. This is clearly shown in my re- 
cent article, “Fractures of the Neck of the 
Femur: Report of 114 Cases,” before the 
Orthopedic Section of the American Med- 
ical Association. Seventy were fresh frac- 
tures, 15 of which were trochanteric and 
united readily. Seven were impacted with 
the same excellent result. Seven below the 
trochanter gave firm, bony union. Five 
died (3 uremia, 1 pneumonia, 1 anesthe- 
sia). Six were too recent for consideration. 
Twenty-nine were central and were treated 
by the Whitman abduction method. Of 
these, 24 gave excellent functional result, 
by which is meant that the patient was 
able to walk without support, pain or dis- 
comfort and with every evidence of bony 
union, 4 failed, 1 result was unknown. 
Forty-four ununited fractures of the neck 
of the femur were observed all of which 
were central. Not one trochanteric or be- 
low subtrochanteric was found. From the 
history, 16 were treated by Buck’s exten- 
sion; 9 plaster cast, without regard to re- 
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duction; 4, Hodgins’ splint; 9, sandbags; 
2, osteopathy; 1, ambulatory; 5, no diag- 
nosis, no treatment. 

The successful management of ununited 
fractures of the neck of the femur requires 
early recognition of the condition and rad- 
ical treatment. There is no conservative 
compromise if results are to be expected. 
If union has not occurred at the end of 
eight weeks nonunion exists. The term 
“delayed union” should not be used in con- 
nection with this fracture. Untreated and 
improperly treated cases do not unite and 
should at the end of five or six weeks be 
considered “‘ununited.” 

X-ray findings of all fractures are unre- 
liable at the time when functional union 
is supposed to occur, but less so in this 
fracture. I have, on several occasions, 
seen apparently firm bony union as indi- 
cated by radiogram, disintegrate with 
complete separation. Conversely I have 


Fig. 4.—Ununited fracture of the neck of femur 
one year after operation. 
Note.—No absorption of graft, which is unusual. 


seen apparent functional union with doubt- 
ful x-ray confirmation become gradually 
solid and stable after one year. 

In old ununited fracture, absorption of 
head and neck is not so rapid as we are led 
to believe by the average skiagram taken 
in external rotation. Repeatedly I have 
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been pleased to find a well developed neck 
after two or more years when the limb is 
rotated inward. On the other hand, I have 
seen marked rapid absorption of the head. 
In one scarcely a trace of the head could 
be found at the end of two years, though 
walking was possible without support, as 
the neck was within the acetabulum. 


Fig. 5.—Ununited fracture of the neck of femur 
three months after operation. 


The treatment depends entirely on the 
case in question. The operation of choice 
is undoubtedly the autogenous bone peg 
which may be taken from the tibia or fibula 
and inserted through the trochanter, neck 
and head. When conditions are unfavor- 
able the anterior incision with freshening 
of the fragment may be omitted and the 
graft placed directly through the tro- 
chanter, neck and head with only a small 
incision over the trochanter. The graft 
can be inserted rapidly and accurately by 
x-ray control in the operating room. 

In old or debilitated individuals nailing 
will give great relief by stabilizing even 
should no union occur, but it should only 
be employed in this type of case. When 
marked atrophy and absorption of head 
and neck ensues, which differs materially 
in individuals, union can not be expected 
and the head of the bone should be removed 
with insertion of the denuded trochanter 
into the denuded acetabulum. Retention 
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is facilitated by removing the trochanter 
and attaching it to the shaft at a lower 
level. The object of this procedure is ob- 
viously stability through firm bony anky- 
losis. 

In the young, simple paring of the edges 
with perfect apposition has been success- 
ful, but the bone graft is far more certain 
and should entirely supplant such a pro- 
cedure. 

Of 51 ununited fractures, 30 were se- 
lected for operation. In 7, the wire nail 
was driven through the trochanter, neck 
and head. Two were successful, 4 failed, 
1 improved. In 20 the tibial graft was 
employed. In those of greater risk, the 
anterior incision was omitted and the graft 
used with practically the same technic as 
the wire nail. Of these, 14 were success- 
ful, 2 failed, 1 improved and from 3 we 
have not drawn conclusions. Grafts were 
not used where marked atrophy of the 
head was apparent. In 2, the head of the 
femur was removed and the distal frag- 


Fig. 6.—One year later, showing graft in position” 


with fracture united. 


ment placed within the acetabulum. Both 
were successful. In 2 adolescents, simple 
paring of edges with forcible abduction 
proved effective. 

The graft is absorbed, as we are im- 
planting dense into spongy bone, but osteo- 
genesis is stimulated by the living trans- 


BS ; 
> 
ed : 
es 
d- 
d 
m 
SES 
% 
& 


588 SOUTHERN 


plant, whereas metal, boiled bone, ivory 
and other foreign materials inhibit callus 
formation. 

In conclusion I desire to impress: 

1. Importance of early recognition and 
operation, as excellent functional results 
may be secured in a large proportion of 
cases. 

2. Do not attempt to graft into ex- 
tremely atrophic areas. 

3. In the aged and debilitated relief may 
be obtained by the wire nail with little if 
any risk. 

4. Only radical procedures are of the 
slightest value. 

5. From the above statistics this class 
of case, hitherto classed as incurables, can 
be given a more cheerful prognosis. 

1028 Exchange Building. 


DISCUSSION 


Dr. William S. Baer, Baltimore, Md.—There 
are no cases which have given worse results than 
the ordinary treatment of the fracture of the 
femur. The cast, as a rule, does not work. We 
today must not only assure our patients so far 
as disease is concerned, but we must aim to give 
them as nearly a normal function as possible to 
that part. All the ordinary forms of extension, 
such as Buck’s, fail to bring the part down far 
enough to allow the two parts of bone to come to- 
gether. The adhesive straps will only stand about 
fourteen pounds of pull, and it takes more than 
that amount of pull to bring down the contraction 
of the paralyzed muscles so that there will not 
be the overriding of the head. So many of these 
cases never have an opportunity to unite because 
they are not brought into an anatomical position 
which will allow them to unite. The only form 
of treatment is the pull directly upon the bone. 

In regard to the treatment of Dr. Whitman 
of bringing the leg in plaster with the direct rota- 
tion, that gives a far better result than the ordi- 
nary treatment by means of Buck’s extension. 
But we must remember that we are trying to 
balance a pin on an apple, that the neck is small 
in comparison to the head itself, and almost al- 
ways we get an eccentric action. The head turns 
either anteriorly or posteriorly, and even if we 
should be so fortunate as to get sufficient length 
by that treatment, we almost invariably get loss 
of motion from the fact of that rotating head. 
‘The operative procedure appeals to me as the only 
thing in cases of this type. Of course, we have 
to select the cases, but when there is no arterio- 
sclerosis and no rise in blood pressure, the op- 
erative method is the only one to use. We must 
treat these cases from a prophylactic point of 
view. Prophylaxis is much better than cure. We 
must not act on ununited fractures of the head 
of the femur, but upon fresh fractures of the 
head of the femur. If we operate upon fresh 
fractures and bring them under proper control 
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we can almost always get them to unite. 
they are older, the autogenous bone transplant 
gives us the best results. 

I wish to leave this thought. 
of fractures of the head of the femur you should 
treat them from an operative point at the time 
you see them, and be very sure that you have a 


In the treatment 


fracture of the head of the femur. Many of them 
are impacted and impacted fractures should al- 
ways be unimpacted and then operated upon. If 
not, they will usually unimpact themselves and 
become ununited fractures later. 


Dr. J. Shelton Horsley, Richmond, Va.—If I un- 
derstood correctly, in one group of cases Dr. 
Campbell used grafts with about 80 per cent of 
successes, and in a small number of cases he 
used a nail, with success in only about 40 per 
cent. It may not be right to compare these two 
groups because in the nail group the patient 
could not stand the bone graft, but the relative 
effect of the metal and bone grafts is occasionally 
overlooked. Sometimes a Lane plate is placed on 
an ununited fracture of a bone. The iron is an 
irritant. If you put a plate on a bone and screw 
or nail it into place, within a week or two it is 
loose. If a nail is put into a soft tissue there is 
inflammatory reaction, which requires removal of 
the screw. Rigid bone structure containing lime 
salts, which are absorbed in order to loosen the 
insulating iron screw or nail is Nature’s effort 
to extrude it. In placing a metal plate on an 
ununited fracture the very worst thing is done 
for it. The metal will always become loose and 
osteoporosis is induced. In the case the doctor 
mentioned, in which he used a single metal nail, 
he drove it in the center. The osteoporosis was 
in the center, and did not extend around the peri- 
phery, and in such cases it may be advisable. In 
using a bone transplant you have congenial tissue 
and, consequently, a deposit of lime salts and a 
strengthened union. That point should be borne 
in mind. The metal may be advisable in the 
case in which Dr. Campbell used it, but the bio- 
logic principle is wrong. Metal should not be 
used where there is an ununited fracture. 


Dr. Campbell (closing).—I thoroughly agree 
with Dr. Baer regarding Buck’s extension or 
Hodgins’ in any type of fracture of the neck of 
the femur. In regard to impacted fractures I 
can not agree with Dr. Baer. I do not believe 
impactions should be broken up if they are real 
impactions. Many authorities, notably Cotton, 
say these should be handled very carefully. If it 
is so loosely impacted that by the least motion 
of the limb you are going to dislodge it, it is not 
an impaction. Unless you have rotation of the 
limb which may affect function later you know 
you will have a good limb. 

As to operating early, that is a doubtful ques- 
tion. Sometimes I feel after the Whitman method 
that it might have been better to do the bone 
transplant earlier. I want to do a little more 
operative work in fresh fractures. My results 
in the Whitman method have been excellent. Out 
of twenty-nine cases I have had only four fail- 
ures, which is not a bad percentage in fracture 
of the neck of the femur. 

As to the nail operation, I feel that Dr. Horsley 
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is correct. I have had to remove these nails sev- 
eral years afterward. Not long ago I had to re- 
move a nail from the case of a young lady. I did 
not operate originally on this case, but the nail 
was lying loose in an atrophic cavity. I only use 
the nail in the very aged, and in those in which 
I do not think it is possible to get a good result 
with the Whitman method. In the cases that are 
too old to operate upon by bone graft, the use of 
the nail is justifiable. I do not use it in the young 
cases for the reason Dr. Horsley has told you. 
The effect of any metallic substance is not good, 
and we certainly should not use it if avoidable. 
It is used solely for fixation. I have seen excel- 
lent results in these cases and improvement of 
function. Patients who could not move the limb 
at all have been able to lie flat on the back and 
raise the limb. 


ANEURISMS* 


By Epw. B. ANDERSON, M.D., 
Chattanooga, Tenn. 


In a discussion of this length it will be 
impossible to go thoroughly into the lit- 
erature on this subject and to give you the 
most recent statistics on the different op- 
erations for aneurisms. 

The word aneurism is applied to a hol- 
low tumor, space or sac, filled with liquid 
or coagulated blood or both, directly con- 
nected with the lumen of an artery. Arte- 
rial aneurisms are anatomically divided 
into the true and false types. The true 
are all of those in which one or all the 
tunics of an artery enter into the composi- 
tion of the sac; the false, or spurious, 
those in which the sac is formed entirely 
by adventitious walls, that is, by newly 
formed perivascular connective tissue, in 
which organized clots participate in the 
wall building process. 

The true aneurisma of the classic writ- 
ers, in which the sac preserves the original 
three coats of the parent artery, is ex- 
tremely rare, the middle coat disappearing 
in all well developed aneurisms. 

The types of aneurism generally met 
with in practice are the traumatic and 
indiopathic. I believe that it is agreed 
that at least 75 per cent of all aneurisms 
are due to syphilis, and for this reason 
aneurisms are almost unheard of in the 
lower animals. 


*Read in Section on Surgery, Southern Medical 
Association, Thirteenth Annual Meeting, Ashe- 
ville, N. C., Nov. 10-18, 1919. 
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Traumatic aneurisms are those which 
are clearly traceable to injury of the ar- 
terial walls by contusions, falls, gunshots, 
stabs, punctures and other penetrating 
wounds. 

Pathologic or arteriosclerotic are those 
which are found without apparent cause 
and in which there is no distinct history of 
an injury to the artery. In those cases a 
Wassermann usually shows positive. For 
lack of space I shall not discuss the other 
types of aneurisms. 

Early in the development of an aneurism 
the sac usually contains only fluid blood, 
and later on the clots are formed. In fav- 
orable cases the clot will be deposited in 
concentric layers until the sac is filled, thus 
excluding the blood stream and _ spon- 
taneously curing the aneurism. Or it may 
fill up the sac circumferentially, leaving 
only a middle channel from the inlet to 
the outlet of the sac, thus virtually ren- 
dering the aneurism inert, the clot being 
merely canalized for the passage of the 
blood current. 

In a few instances aneurisms have been 
recorded which showed no tendency to 
grow or develop. They have remained in- 
dolent for fifteen and twenty years. In 
the end, however, they return to activity, 
necessitating an operation. The natural 
tendency of an aneurism is to dilate and 
finally rupture. Three-fourths of all ab- 
dominal aneurisms end fatally by rupture. 
Death may be produced by an aneurism 
becoming infected and sloughing. An 
aneurism may be as small as a millet seed 
and as large as an adult head. The cases 
which I shall report in this discussion will 
prove this statement. 

Ordinarily an aneurism may be diag- 
nosed without the slightest difficulty, and 
on the other hand it may prove to be ex- 
ceedingly difficult to know absolutely that 
you have an aneurism to deal with. An 
aneurism may be moved slightly in a lat- 
eral direction, not at all in a longitudinal 
direction along the axis of the artery. It 
is soft, compressible, elastic to the feel 
when it is of recent formation, hard and 
tense when it is old and filled with clot. A 

diagnosis can usually be made by the ex- 
pansile pulsation, the bruit which is 
heard by the stethoscope, the fluoroscope 
and by the introduction of a very small 
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hypodermic needle and the withdrawal of 

real blood. The reduction in size and vol- 

ume with arrested pulsation, obtained by 
compression of the main artery, is, of all 
the signs of aneurism, by far the most 
reliable and characteristic. 

The regular tendency of an aneurism is 
to grow without cessation until it ruptures. 
Hence the necessity of treating them from 
the moment they are recognized. 

Arterial aneurism is almost entirely a 
male disease (78 per cent). It is almost 
unknown in the lower animals, for the rea- 
son that they do not have syphilis, drink 
alcohol or dissipate generally. As Osler 
pithily puts it, “Venus, Bacchus and Her- 
cules are to be recognized as the etiologic 
trinity in the causation of aneurism.” At 
least 70 per cent of aortic aneurisms are 
due to syphilis. 

In looking over the literature, it is en- 
couraging to note the improvement made 
in the treatment of aneurisms. Formerly 
the risk of hemorrhage, shock, infection 
and gangrene faced the venturesome op- 
erator, and a frightful mortality followed 
in the wake of what were seemingly the 
simplest procedures. 

There have been so many kinds of op- 

erations for aneurism that it is useless for 
me to attempt to describe them all. The 
ligature was the one first to be performed. 
Antyllus threw a ligature around the ar- 
tery above and below the aneurism, opened 
the sac and turned out the contained blood 
clot, excised as much of the sac as possible 
and closed the wound. Ligatures have 
been applied above the aneurism, below 
the aneurism and on both ends of the sac. 
Hunter, in order to avoid ligating diseased 
tissue, ligated the femoral artery in Hunt- 
er’s canal when dealing with a popliteal 
aneurism. 

An operation which has received a great 
deal of attention is the excision of the sac, 
which is done by ligating both distal and 
proximal ends and then excising the sac 
just as you would an ordinary tumor. 
This operation has become the opération 
of election on the continent of Europe. 
The preliminary control of the main ves- 
sel is absolutely necessary to minimize the 
loss of blood on opening the sac, since in 
the vast majority of active aneurisms, es- 
especially those of the neck or at the root 
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of limbs, numerous branches open into the 
sac which invariably bleed vigorously, even 
after the parent trunk has been well con- 
trolled on both sides of the sac. Thiel, in 
extirpating a recent aneurism of the femo- 
ral, in addition to ligating the external iliac 
above and the femoral artery above and be- 
low, had to ligate the external circumflex 
iliac, epigastric, profunda femoris, and 
also the vein accompanying the latter. 

Adding to the difficulty of this procedure, 
there remain the different nerves to be 
identified and taken care of. This case 
serves to demonstrate that collateral cir- 
culation is a wonderful factor in saving a 
limb. It also demonstrates that the op- 
eration for the complete removal of an 
aneurism is not without its difficulties. 

In looking over the statistics I was 
astounded to see the high mortality due to 
hemorrhage following the ligature. The 
ligatures evidently cut their way through 
the diseased arteries. One danger from 
ligature in the treatment of aneurism, es- 
pecially in vascular regions, is that the 
stagnation which occurs in the sac is only 
partial. There are often currents which 
persist through the collaterals sufficiently 
long after the ligation to detach loose frag- 
ments of clot which block the peripheral 
arteries. Sometimes a thrombus may ex- 
tend all the way from the iliac artery into 
the profunda or superficial femoral and 
block these vessels for several inches. 
Hence the present tendency to attack 
aneurisms by the direct route, either by ex- 
tirpation or by open section. It is to Del- 
bet’s lasting credit to have demonstrated 
that there is less risk to the limb by oblit- 
erating an aneurismal artery at the dis- 
eased part than by creating two obstruc- 
tions in the same artery, one at the point 
of ligature and the other in the coagulated 
sac. 

The most ingenious of all methods (when 
applicable) is the intrasacular suture orig- 
inated by Dr. Rudolph Matas. In this op- 
eration the sac is obliterated by a plastic 
procedure and the communication between 
it and the artery closed, while at the same 
time an attempt is made to preserve the 
Jumen of the artery. The operation is per- 
formed by placing a Crile clamp at the 
proximal and distal end of the aneurism, 
the sac is incised and the clot removed, and 
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the entire sac made perfectly dry, if pos- 
sible. You then introduce a soft catheter 
into the distal and proximal openings and 
place your sutures while the guide is in 
position. The sutures are all tied except 
two or three in the middle. These are 
drawn to one side and the catheter re- 
moved. Then the remaining sutures are 
tied. After all these procedures oblitera- 
tion of the remaining portion of the cavity 
of the aneurismal sac is effected by ap- 
proximating its walls by successive layers 
of sutures. 

So much for the different operations thus 
far described. I am now going to offer for 
your consideration an operation which I 
have performed on two occasions with 100 
per cent recovery. The operation is done 
without a single ligature or suture. I can 
only recommend it in great emergencies 
such as the two cases represent. 

One was an aneurism of the external 
iliac, the other of the subclavian. They 
were immense in size. The first case re- 
quired six square yards of gauze to fill the 
sac completely, while the other required 
four square yards of gauze to complete the 
tamponade. The operation is performed 
by making an incision in the distal end of 
the sac just large enough to admit the 
gauze packs, then with a dressing forcep 
at one end of the gauze and an ordinary 
hemostate at the other end of each piece 
of gauze, pack the sac firmly until all hem- 
orrhage ceases. Leave the end of each 
gauze pack protruding so that it can be 
removed in sections. 

The gauze should not be disturbed until 
about the tenth day, when the exudates 
begin to liquify or soften. Then it can be 
removed without any force or effort on the 
part of the attendant. Then remove a 
small piece of gauze each day until you 
have removed the entire pack, which should 
be within ten days after the removal is 
begun. The first piece of gauze used in the 
packing should be the last to be removed, 
when the sac, by its own centractile power 
and the granulations, has completely dis- 
appeared. 

The differentiation is very important, as 
so many errors in diagnosis are made. 
Some of the most dramatic episodes re- 
corded in surgical history are connected 
with just such mistakes. Eminent sur- 
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geons, like Deault, Pellatan, Boyer, Piri- 
goff, Holmes, Kuster and a host of others, 
too numerous to mention, have given proof 
by their mistakes of the extraordinary dif- 
ficulty attending the diagnosis of some of 
these aneurisms. An aneurism may be 
mistaken for a bunch of enlarged glands in 
the neck. They simulate an aneurism by 
the carotid pulsation. Cold abscesses may 
be mistaken for aneurism. 

When an aneurism inflames, the per- 
aneurismal tissue quickly participates in 
the phlegmonous process, the skin reddens, 
becomes edematous and infiltrated, hot and 
tender to the touch. The outline of the 
aneurismal sac is lost in the swelling and 
can not be felt through the swelling. Tem- 
perature is present when the sac is in- 
fected and the pulsation has ceased. It is 
easy, then, to fall into error and plunge a 
knife into a supposed abscess cavity as I 
did in 1909. The case was as follows: 


A patient was brought into the operating room 
with a diagnosis of psoas abscess. The abdomen 
was opened, the tumor was surrounded with 
gauze and a free incision made. A great gush 
of blood made the diagnosis easy. I quickly 
packed the sac with six square yards of gauze 
and the hemorrhage, to my delight and surpris2, 
stopped. I removed this gauze in the course of 
two weeks and the patient left the hospital in 
four weeks. Upon his arrival home he noticed a 
piece of gauze protruding through the incision in 
the abdominal walls. This proved to be a piece 
of gauze which had been left in the sac when 
packing the sac at the time of operation. The pa- 
tient threatened to bring suit against me, but I 
assured him that that piece of gauze had inten- 
tionally been left in the sac and was responsible 
for his good recovery. I saw this man a few 
days ago and he was enjoying perfect health— 
ten years since he was operated upon. This case 
was due to a gunshot wound. 


Case 2.—In February, 1919, a negro man was 
admitted to the Charity Hospital in Chattanooga 
with an aneurism of the right subclavian artery. 
This man had a four-plus Wassermann. The 
aneurism was an immense one and several of our 
best surgeons abandoned the case rather than at- 
tempt to do a mutilating operation. I had in 
mind the case just reported and asked to have 
the case assigned tome. My request was granted. 
The usual incision was made and the clavicle de- 
tached from the sternum in the hope of being 
able to ligate the subclavian in the first division. 
While manipulating, the sac ruptured near the 
origin of the subclavian and a terrific hemor- 
rhage had to be stopped by packing two yards of 
gauze into the opening in the sac. The cavity 
was not filled with the gauze pack. Only enough 
gauze was used to act as stopper, so to speak. 
The radial pulsation was not even cut off. 

I sent the patient back to his bed and five days 
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later, when he had recovered from the shock from 
this procedure, I operated again. I had to remove 
the gauze which had previously been inserted into 
the sac and at the same time make another in- 
cision at the distal end of the sac. This time I 
completely filled the aneurimal sac by using four 
square yards of gauze. The hemorrhage was 
completely controlled. The reason I did not pack 
the sac firmly at the first sitting was that the 
opening was too near the innominate artery and 
I was afraid that in removing the gauze so close 
to the innominate I would cause a secondary hem- 
orrhage. I did not attempt to remove any of 
this gauze until after the tenth day, and it was 
four weeks before I had removed all of the gauze 
in sections. Perhaps i could have removed it in 
two weeks. I ligated the axillary vein. I do 
not believe that this should have been done. 


The aneurism was of such immense size that 
there was much pressure on the cervical and bra- 
chial plexus, causing paralysis of the entire upper 
extremity. For two days I almost despaired of 
saving the arm on account of the slowness of the 
collateral circulation in becoming established. 
After forty-eight hours the circulation improved 
very rapidly, but the innervation did not show 
any improvement until I began to remove the 
gauze packs ten days after the second tamponade. 


It is plain that the bleeding from the 
orifices that opened into the sac was 
avoided when the orifiices were sealed by 
plastic exudate or organized thrombi. 
While obliteration of the orifices by 
thrombi or exudates can take place very 
quickly (within a few hours or days) it is 
evident that no dependable hemostasis can 
be expected until complete organization of 
these exudates or thrombi has taken place. 
The organization of a clot, or exudate, can 
not be expected to occur until at least 
twelve or fifteen days have elapsed after 
the tamponade of the sac. At the end of 
the second week organization of the clot 
should have begun, but this can only be 
recognized by the presence of granulation 
tissue. 

The time for the removal of the pack 
may be hastened by a premature detach- 
ment of the gauze, but it is safe to wait 
until granulations are plainly visible in 
the edges of the wound, or when you can 
find a portion of the gauze that you can 
remove without any exertion. Within two 
weeks the gauze becomes thoroughly sat- 
urated with the exudates and it is not dif- 
ficult to remove it. Be sure to save the 
deeper pack for the last act. 

After the removal of the last piece of 
gauze it was necessary to insert a very 
small piece of gauze for a few days. The 
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tumor had almost entirely disappeared and 
instead of having a gauze pack to hold the 
hemorrhage, I had a solid wall of granula- 
tion tissue. And there was no ligature 
surrounding the vessel to cut through and 
cause a secondary hemorrhage. 

Case 2 was given several intravenous in- 
jections of arsphenamine and made a 
splendid recovery. The only bad results 
he had were due to the first operation when 
I attempted to do a ligation. 

I contend that it was better to have 
treated this case in the manner above de- 
scribed than to have ligated the innomi- 
nate artery, and I believe that the iliac 
aneurism treated by the same method was 
preferable to a ligation of the common 
iliac. Both cases were of such immense 
size and such character that I doubt that 
any other procedure would have given as 
good results. It is certainly the simplest of 
all methods yet employed, and a man does 
not have to be a Matas or a Horsley or a 
Wyeth to do it. 

It is true that you seemingly lose a 
great deal of blood, but when you stop to 
consider, you have not lost as much blood 
as it at first appears, for the large sac is 
nothing more nor less than a reservoir, 
and the patient has been weeks or months 
in storing up this amount of blood. It 
should not be charged up against him. 

It would be well at the beginning of the 
operation to bleed him into his extremities 
by cording the thighs just tightly enough 
to let the blood into the limbs and tightly 
enough to prevent it from returning into 
the body. I would also suggest that you 
lay a bag of shot or sand on the distal end 
of the aneurism for several days prior to 
the operation in order that you may help 
to establish collateral circulation. 

I recommend this procedure only for 
such emergency cases as these two repre- 
sent. One physician reported a case of 
aneurism on the hip of a patient and for 
the reason that he did not know the origin 
of the aneurism he did not operate. Of 
course, this was from a branch of the in- 
ternal iliac. To have performed any op- 
eration it would have been necessary to 
open the abdomen and throw a ligature 
around the common iliac to control the 
hemorrhage while dealing with the gluteal 
aneurism. With this procedure he could 
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have opened the aneurism and packed the 
sac firmly and cured his patient easily. 

Just as a matter of record, I shall report 
a case of arterio-venous aneurism of the 
right subclavian which I did in 1908. This 
was of traumatic origin. I ligated the 
artery in the third division and also the 
axillary vein. I saw this patient five years 
after the operation and he was in perfect 
health. 

Then I have another case which I think 
will be of interest, as it is one of multiple 
aneurism, necessitating amputation, and 
should be recorded as a rare example of 
the aneurismal diathesis. 


The attending physician reports that this young 
man now has over one hundred aneurisms. They 
are very small in size, of course. The man is a 
machinist by trade. The Wassermann reaction 
is four-plus, the entire arterial system markedly 
sclerosed. The patient was admitted to the hos- 
pital August, 1916, with radial aneurism. The 
radial artery for four inches above the aneurism 
was practically solid, which made it impossible to 
do any operation but the simple ligature just 
above the aneurism, and the free incision of the 
sac to let out the clot. The patient was given 
several doses of arsphenamine and made a good 
recovery as far as the aneurism was concerned. 

In August, 1917, this patient was rushed to 
the hospital in a state of collapse, with a diag- 
nosis of hemorrhage in the abdomen, as he had 
complained of a severe pain in the region of his 
liver before he became unconscious from the loss 
of blood. His abdomen was quickly opened and 
at least two quarts of clotted blood were removed. 
A very perceptible oozing was seen welling up 
in the right lobe of the liver. The hemorrhage 
was controlled by two mattress sutures and a 
gauze pack. It was undoubtedly from a branch 
of the hepatic artery and represents the third 
such case recorded. The patient made a good 
recovery and with specific treatment gained thirty 
pounds in four months. 

In May, 1918, the same patient was admitted 
the third time for aneurism of the tibial artery. 
The aneurism ruptured ‘before he reached the 
hospital. The aneurism was packed with gauze 
and gradually removed. No further surgical at- 
tention was given at that time, but the patient 
remained in the hospital four months and was 
treated by Dr. Meacham, who had referred the 
case to me on previous occasions. 

February, 1919, was the fourth admission to 
the hospital. The diagnosis was gangrene of all 
toes on the left foot, due to endarteritis. Ampu- 
tation of the toes was necessitated. In March 
another operation was necessitated by gangrene 
of the leg. 


This patient’s history, his radial aneu- 
rism, the hemorrhage in the liver, the 
aneurism in the anterior tibial artery, and 
the gangrene of his toes, and later his leg, 
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caused by general arterial disease, makes 
it almost certain that the hemorrhage in 
the liver must have been the result of a 
rupture of a small aneurism of »ne of the 
branches of the hepatic artery. The fact 
that-it occurred in the substance of the 
liver, and that it was controlled by paren- 
chymatous sutures (two mattress su- 
tures) and a gauze pack, would indicate 
that only a peripheral branch was involved. 
This is the rare and exceptional feature of 
the case, because, while the literature of 
hepatic aneurism is rich in the reports of 
cases in which the main artery or its 
branches have been involved, the aneu- 
risms have rarely, if ever, developed in 
the hepatic substance where the vessel is 
well supported by the prolongation of Glis- 
son’s capsule. 

Of course, whether the hemorrhage was 
the result of a ruptured (probable miliary) 
aneurism, or of a simple breakdown of an 
atheromatous artery, has not been deter- 
mined. While the hepatic artery, or its 
branches, have been ligated eleven times, 
there are only two cases in which this liga- 
tion was done for aneurism of the artery 
or its branches (Kerr and Tuffier). 


DISCUSSION 


Dr. Lucian H. Landry, New Orleans, La.—Dr. 
Anderson’s technic will not be discussed at this 
time nor any other technic. There is one point 
which was only touched by the essayist that is 
far more important than the technic employed in 
the operation, and that is a thorough study and 
understanding of the ability of the collateral cir- 
culation before any operative procedure is consid- 
ered, because in the vast majority of cases you 
will have to depend upon the collateral circulation 
for the life of the distal part. As long as this 
is not done, you are leaving too much to chance 
and courting failure. We should know with 
some approach to certainty, whether in any given 
case the main artery of a limb may be sup- 
pressed with impunity or whether it may not. 
The ideal principle of preserving the parent trunk 
while suppressing the sac, unfortunately, can only 
be carried out in a very small percentage of se- 
lected cases and the extraordinary measures of 
venous and arterial transplantation, arterioplas- 
ties, patching of arteries, etc., must still be classed 
as uncertain, adventurous or heroic. 

We have a very simple means at hand of de- 
termining the efficiency of the collateral circula- 
tion which was advocated and has been used by 
Dr. Matas with very gratifying results since 
1910, the so-called hyperemic or color test, which 
consists briefly of the following, in aneurisms of 
the extremities. Taking a low femoral aneurism, 
for an example, a broad Esmarch elastic bandage 
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is snugly adjusted spirally from the tips of the 
toes to the upper level of the aneurismal swelling. 
After this procedure a specially made compres- 
sor is applied to the femoral artery just above the 
Esmarch bandage. 

This compressor only has two points of pres- 
sure, one over the femoral artery and the other 
against the femur, leaving four-fifths of the cir- 
cumference of the limb free. The compressor is 
tightened until all pulsation in the sac is abso- 
lutely arrested and the aneurism is stilled. With 
the finger of the operator constantly on the aneu- 
rism to make sure that its pulsation is absolutely 
controlled, the elastic bandage is held in place 
for five minutes, in old patients, and from eight 
to ten in young subjects. The elastic bandage is 
now quickly removed, while the compressor still 
secures the main artery. A waxy, cadaveric color 
will be observed in the foot and leg. Close at- 
tention must then be given to the returning 
hyperemic wave, and the progress of the blush 
is noted as it descends to the foot and toes. The 
blush, or returning living color, is timed as it ap- 
pears in the leg, foot and toes. This is usually 
accomplished in from eight to ten minutes in a 
case with a good collateral circuit, but may be 
delayed to twenty minutes. 

Should this phenomena be present, the aneurism 
may safely be approached, but in the event the 
color does not return in thirty minutes, it would 
be advisable to postpone the operation to a later 
date and endeavor to develop the collateral circu- 
lation by systematic compression of the main 
trunk for certain specified times. 

If you have an aneurism, say of the popliteal, 
with no pulsation of the dorsalis pedis. or posterior 
tibial arteries, and still a good living color to the 
foot (Delbet’s sign) there need be no fear of 
obliterating the parent vessel, as this phenomena 
in itself proves conclusively that the circulation 
is being adequately carried on by the collaterals. 


Dr. J. Shelton Horsley, Richmond, Va.—Dr. An- 
derson might do as Dr. W. J. Mayo does when 
he packs in gauze after removal of the spleen. 
Instead of leaving the incision open where the 
g-uze is liable to displacement by pulsation of 
the artery. he might stuff the aneurism full and 
sew it up tight and remove the gauze afterward. 
In that way he will avoid secondary hemorrhage 
and do away with infection from the skin. 

The question of aneurism is not so prominent 
now in surgery as it has been. It is possible that 
the early diagnosis and treatment of syphilis 
has done away with many potential aneurisms. 
do not think we see so many as we used to, and 
we do not often read about them in the literature. 

The question of curing the aneurism is very 
important, but it is essential to find out the nutri- 
tion of the limb after obliteration of the aneurism. 
If it can be shown to be sufficient it is well to 
proceed at once, but if it is insufficient, the use 
of heat will be of great service. In the develop- 
ment of the blood supply from a long flap you will 
aimost certainly get gangrene if you turn it up 
at once, but cut off the distal end a little at a 
time and more circulation will be gradually de- 
veloped in the pedicle, so that after ten days or 
two weeks you can be sure of a good blood supply. 
Reducing the arterial current to such a point that 
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a very small stream goes through the aneurism 
may be curative. If not curative, it will develop 
a collateral circulation. Developing the collat- 
eral circulation is just as important as the opera- 
tion itself. There are probably some cases in 
which the circulation can not be developed satis- 
factorily. In such instances the aneurism may 
be excised and a segment of the saphenous vein 
sutured in its place, but this would be rarely indi- 
cated. Being very much interested in blood ves- 
sel surgery, I try to face these situations fairly— 
try not to ride a hobby too hard. The more I see 
of aneurisms the smaller seems to be the field for 
blood vessel suturing. 

I think too frequently we conceive arteriovenous 
aneurisms as the ordinary sacculated aneurism. 
I have heard it said, “Why you would not cut off 
the vein, for that would be fatal to the circula- 
tion of the foot.” In the arteriovenous aneurism 
the vein is filled with arterial blood and the arte- 
rial blood goes down to the nearest value that can 
not be broken down by the force of the arterial 
circulation and so puts the vein out of function 
as a vein. I have found that in a few cases if 
the arteriovenous aneurism is dissected as close 
to the lesion as possible and then one puts on the 
artery above and below a ligature, and a mass 
ligature behind or an “X” ligature of heavy cat- 
gut that will go under, above and below the lesion 
the circulation is effectively shut off from the 
aneurismal opening and the collateral circulation 
is not greatly interfered with. 


Dr. Herman B. Gessner, New Orleans, La.— 
Three types of operation are described by Dr. 
Matas. In all of them the temporary control of 
hemorrhage is the first step. In the limbs a con- 
strictor is used; in the neck a loop of silk is ap- 
plied on the cardiac side. In aneurisms with one 
opening (sacciform type) the restorative opera- 
tion is done, and after the sac has been opened 
the Single orifice is closed by suture. 

Another type of operation is the obliterative. 
That is applied to the fusiform aneurism. What 
we mean by a fusiform aneurism in surgery is 
an aneurism with two openings. After the sac 
is laid open each of the two openings is closed 
and any collateral opening found is closed. That 
is the commonest type of endoaneurismorrhaphy. 

The third type is what is called the recon- 
structive operation, which I understood Dr. An- 
derson to refer to as the typical Matas operation. 
That has been done less often than the other 
types and done with less satisfaction, because 
when you ask a vessel to carry a blood supply 
that is too much for its resistance the result is 
disappointing. In that operation you pass a line 
of sutures over a rubber tube guide, the ends of 
which lie in the two main openings of the pusi- 
form aneurism. The result of this reconstruc- 
tion is to throw the strain of the blood pressure 
upon tissues that are unfitted to stand it. Dr. 
Matas recommends it for one type of case only. 
In those cases where the collateral circulation 
test is unsatisfactory he uses this method for 
building it up. With this type of operation the 
collateral circulation can develop. 

The principle of the method shown by Dr. An- 
derson is not unknown. It is a good temporary 


3 


Vol. XIII No. 8 


measure, but I believe not to be compared with 
the deliberate closing of the opening in the sac. 

It is interesting to see how long surgeons have 
gone on opening aneurisms for abscesses. It hap- 
pened in my service last year. An assistant, and 
a good one, thrust a knife into an aneurism and 
was surprised to see a clot instead of pus. There 
were reasons for this. The patient had signs of 
sepsis, had a high temperature, a leucocytosis. 
Pulsation was absent. He got out of the difficulty 
by stopping the hemorrhage with gauze. Then he 
was induced to go on to a more radical operation 
by suture. The result was that the patient died 
on the table. 

I had the opportunity once of dealing with a 
varicose aneurism of the femoral. It was made 
easier by finding the artery accompanied by 
venae comites. I incised the one that was _ in- 
volved, sutured the opening of communication, 
and obliterated the vein. 

Dr. Anderson (closing).—I have recommended 
this procedure only in great emergency cases, 
such as they represent. 

When I did the first operation by this method 
in 1909 I wrote to Dr. Matas, and he wrote me 
that he thought this experience was entirely 
unique and advised me to report the case. He 
made mention of this case in Keen’s surgery. 

In cases of innominate aneurisms it is impos- 
sible to do the Matas operation without provi- 
sional hemostasis and it is a formidable opera- 
tion. 

As I said, it is a simple procedure and gets you 
out of difficulty more easily than any other 
method that I know. 

The gentleman who stated that Symes did all 
of his cases like the two referred to in my paper 
after the method employed by myself is mistaken, 
as Symes did his operation by freely incising the 
sac and quickly inserting the finger so as to plug 
the afferent vessel. He then caught with a for- 
ceps through the cavity of the sac, the mouth of 
the vessel, and passed a suture around the mouth 
of the vessels that opened into the aneurismal 
sac. 

In the cases which I report there is not a single 
suture employed. The point that Dr. Landry 
mentioned in regard to making sure that the col- 
lateral circulation is established, is good and 
should be emphasized. 


OVARIAN FUNCTION FOLLOWING 
HYSTERECTOMY* 


By Epw. H. RICHARDSON, M.D., F.A.C.S., 
Baltimore, Md. 


Within recent years problems relating 
to the conservation of ovaries in pelvic op- 
erations have come again conspicuously 
into the foreground of gynecological 
thought. This resulted primarily 
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from intensive study of the whole group 
of endocrine glands, and from discovery 
of the vital interdependence now known 
to exist between different units of this sys- 
tem. Formerly the discussions with ref- 
erence to conservative versus radical pel- 
vic operations were concerned mainly 
with the problems of infection, of the pre- 
servation of the reproductive and the men- 
strual functions, and with operative tech- 
nic. - But, through the remarkable growth 
and development of endocrinology, we have 
come now into possession of additiona) 
knowledge regarding ovarian function 
which introduces new considerations of 
vital importance into the problems of pe!- 
vic surgery. We have learned that the 
ovaries are not merely simple structures 
designed by nature for a single purpose 
and operating within a restricted physio- 
logical zone, but that they are complex 
glandular organs possessing, broadly 
speaking, a dual role of equal and funda- 
mental importance. One of these controls 
the sexual and reproductive phenomena, 
while the other, through its intimate con- 
nection with the endocrine system and thé 
elaboration of one or more specific interna) 
secretions, exercises a profound influence 
over the body metabolism far afield from 
the genital domain. Before determining 
the fate of ovaries in a specific case, there- 
fore, either through the application of 
surgical procedures or of physical thera- 
peutic agents, like roentgen rays or radium, 
intelligent judgment demands familiarity 
with the details and mechanism of ovarian 
function in both of these general direc- 
tions. Moreover, emphasis of the essential 
facts by those specializing in this branch 
of medical science appears to be both 
timely and desirable now because there is 
danger of the profession at large being 
misled by the teaching of a small group 
of eminent but radical gynecologists who 
are dogmatically advocating total ablation 
of both ovaries in every case of whatever 
age where hysterectomy is required. 

In a paper read before the American 
Gynecological Society in Philadelphia in 
May, 1918, and published in its proceed- 
ings, I presented a collective and detailed 
review of the evidence for and against re- 
tention of ovarian tissue in connection with 
surgical removal of the uterus, in which I 
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pointed out the fallacy in the argument of 
those advocating indiscriminate total abla- 
tion. It would be inappropriate and an 
imposition to burden a mixed gathering of 
medical men with such a detailed and 
highly technical analysis. My purpose now 
is to submit for your consideration certain 
facts in support of two propositions: (1) 
that the uterus is not essential to a con- 
tinuation of normal ovarian function, ex- 
cept as regards menstruation and repro- 
duction, and (2) that the ovary possesses 
extra-genital functions of paramount im- 
portance in the body economy, which are 
capable of operating quite independent of 
the uterus and which alone should suffice to 
insure its conservation whenever this is 
practicable. In order that we may fully 
comprehend the scope and complexity of 
ovarian function, it is essential to famil- 
iarize ourselves with certain facts, now 
scientifically established, regarding the 
epithelial constituents of the ovary. These, 
you will recall, consist primarily of vary- 
ing numbers of Graafian follicles, with 
their contained ova. Secondarily, and orig- 
inating from these, are the corpora lutea 
and the degenerated or atresic follicles. 
The ovum itself appears to possess at least 
a two-fold function. Upon its vitality de- 
pends the life of the follicle epithelium 
from its earliest development on to atresia. 
So, too, the formation and development of 
the corpus luteum depends upon the matu- 
ration and expulsion of the ovum. In ad- 
dition to these fundamental influences upon 
ovarian elements, the ovum possesses the 
all-important function of reproduction of 
the species, which process begins only after 
fertilization with the male element. 

The corpus luteum is the most conspic- 
uous element of the ovary. Its morphology 
and development from the collapsed follicle 
following rupture and expulsion of the 
ovum have been exhaustively studied and 
described in detail by a number of investi- 
gators and need not be repeated here. But 
it is important to emphasize two facts 
which have been established through these 
intimate histological studies. One is that 
the corpus luteum undergoes constant 
change from day to day in its structure and 
appearance, first progressive and later re- 
gressive in character, indicating, of course, 
functional activity of a cyclic type; the 
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other is the remarkable prolongation of 
the life of the corpus luteum during preg- 
nancy. 

Relatively few follicles go on to full ma- 
turity, rupture, expel the ovum and termi- 


nate in corpora lutea. The vast majority 
of them undergo varying degrees of devel- 
opment usually approaching maturity, fol- 
lowed by gradual disintegration of the 
ovum and granulosa cells. Simultaneously 
the cells of the theca interna enlarge, be- 
come epithelioid in appearance and persist 
for a considerable time in many species of 
animals, but in woman this occurs only 
during pregnancy. These are the so-called 
“interstitial glands.” 

Now since numerically, at least, atresic 
follicles constitute the most important epi- 
thelial element in the ovary, and, further, 
since they appear to play no part either in 
menstruation or in reproduction, our igno- 
rance regarding their function itself fur- 
nishes a strong argument for ovarian re- 
tention after hysterectomy. 

Concerning the physiological interde- 
pendence of the ovaries and the uterus and 
the evidences of ovarian influence strictly 
within what we may conveniently call the 
genital domain, we are now in possession 
of considerable knowledge, thanks to the 
recent researches of a number of workers. 
Thus, it has been shown that cyclical 
changes recur with methodical regularity 
both in the ovaries and in the uterus and, 
further, that a definite correlation undoubt- 
edly exists between these respective phe- 
nomena. In the ovaries there occur in or- 
derly sequence (1) follicle ripening, (2) 
ovulation, and (3) corpus luteum forma- 
tion. Co-ordinated with and dependent 
upon these ovarian changes there occurs 
in the mucous membrane lining of the 
uterus an equally interesting and orderly 
cycle consisting of (1) premenstrual hy- 
pertrophy and hyperplasia, (2) menstrua- 
tion, and (3) regressive changes, followed 
by a period of inactivity or rest. The evi- 
dence appears to be conclusive that these 
changes in the endometrium are brought 
about through the specific action of chem- 
ical substances furnished by the corpus 
luteum. This remarkable structure, fur- 
thermore, has been definitely shown to in- 
hibit ovulation, and by so doing it prolongs 
the sex cycle in lower animals. During 
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pregnancy the life of the corpus luteum is 
greatly prolonged, and it has been shown 
to be essential to the early part of preg- 
nancy, since it has a sensitizing action on 
the uterine mucosa, without which the 
ovum is unable to implant itself thereon. 
In all mammals there is a striking coinci- 
dence between follicle ripening and the 
period of heat, which strongly suggests a 
stimulation of the sexual mechanism by a 
specific secretory product. 

This whole group of important cyclical 
phenomena, let it be clearly understood, 
which are participated in by both the 
uterus and the ovaries and which are phys- 
iologically interdependent, are concerned 
primarily with menstruation and reproduc- 
tion. For their normal operation integrity 
of the uterus as well as of the ovary is ob- 
viously essential. So that if these phe- 
nomena embraced the whole of ovarian 
function, there would be, of course, no rea- 
son for retaining ovaries where removal 
of the uterus is required. But such is not 
the case. On the contrary, there remain 
for consideration the evidences of extra- 
genital ovarian functions which proceed 
quite independent of the uterus and which 
are not influenced even by the surgical 
removal of that organ. 

Thus the normal growth and develop- 
ment of the generative tract, together with 
that of the whole group of secondary sex 
characteristics occurring at puberty, are 
known to depend largely upon trophic influ- 
ences of the ovary. Likewise, we know 
that ovarian influence controls the develop- 
ment of the mammary glands and is re- 
sponsible also for the cyclic changes which 
they manifest. Furthermore, abundant 
evidence, both experimental and clinical, is 
available to establish incontrovertibly the 
intimate and vital connection of the ova- 
ries with other units of the endocrine sys- 
tem. Particularly is this true of the pitui- 
tary gland, the thyroid gland and the ad- 
- renal glands. The frequent association of 
menstrual disturbances, of defective geni- 
tal development and of sexual impotence 
with certain primary diseases of the hypo- 
physis cerebri is familiar to us all. So, 
also, is the fact that the onset of puberty 
1S commonly accompanied by enlargement 
of the thyroid gland, which is usually tran- 
Silent, and later recedes. There is proba- 
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bly a slight enlargement of the thyroid 
gland even during menstruation, certainly 
a temporary increase in its vascularity. 
Again, with the onset of the menopause 
there is ushered in a complicated symptom 
complex, many features of which are iden- 
tical with the clinical syndrome indicative 
of thyroid disease per se. During preg- 
nancy there uniformly occur profound and 
easily demonstrable thyroid gland disturb- 
ances. On the other hand, congenital de- 
ficiency of the thyroid gland is often asso- 
ciated with subnormal gonad development 
and with absence of the secondary sex 
characteristics. And associated with both 
hyper- and hypo-thyroidism we frequently 
observe disturbances in menstruation, in 
certain cases amenorrhea, and in others 
excessive flow. Less convincing but highly 
suggestive are the observations pointing 
to a possible functional] interrelationship 
between the ovaries and both the parathy- 
roid and pineal glands. The same may be 
said of the possible part played by the ova- 
ries in the general metabolism of the 
body. Certainly no one can at present 
deny the possibility, at least, of the par- 
ticipation of ovarian influence in these 
several directions also. Finally, the equi- 
librium of the nervous system in the hu- 
man female, both in the psychic domain 
and particularly in that of the autonomie 
constituent, depends exquisitely upon the 
integrity of the ovaries, a fact perennially 
impressed upon us by the vexing group of 
psychoneurotic symptoms as well as the 
formidable list of functional disorders of 
vasomotor, cardiac, gastro-intestinal, urin- 
ary and endocrine origin, which we are ac- 
customed to associate with menstruation 
and with both the physiological and the 
artificial menopause. 

Although incomplete, this brief sum- 
mary suffices to emphasize the scope and 
complexity of ovarian influence outside the 
genital domain. It only remains to con- 
sider to what extent, if any, this influence 
is discounted through surgical removal of 
the uterus. I have made a careful study 
of the recorded data bearing upon this 
question. From anatomical studies a 
point of great practical importance has 
been established, namely, that the blood 
supply furnished the ovary through the 
uterine artery and the drainage from the 
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ovary through the uterine veins are neces- 
sarily cut off by hysterectomy; that the 
only possible collateral circulation must 
come through the anastomosis of branches 
from the uterine and ovarian vessels within 
the mesosalpinx; that, therefore, the dan- 
ger to the ovarian circulation is tremen- 
dously increased through removal of the 
Fallopian tubes along with the uterus; and 
that where this is necessary every possible 
care should be exercised to stick close to 
the tube and neither to clamp nor ligate a 
single millimeter of the mesosalpinx be- 
yond what is absolutely required. Failure 
to appreciate this anatomical fact is un- 
doubtedly responsible for a large percent- 
age of degenerated ovaries following hys- 
terectomy. 

From subsequent gross and microscopic 
studies of ovaries retained after hysterec- 
tomy, it has been shown that when degen- 
eration occurs it is to be attributed either 
to associated ovarian disease or to dam- 
aged ovarian circulation or to both of 
these factors. 

Through numerous experimental studies 
the theory of an essential physiological in- 
terrelationship between the uterus and the 
ovaries has been completely demolished, 
and it has been conclusively demonstrated 
that ovarian function, except in so far as 
it operates upon the uterus, may proceed 
uninterruptedly after hysterectomy. 

Clinical studies both of series of total 
ablation cases and of ovarian retention 
cases have been on the whole unsatisfac- 
tory and have led to conflict of opinion re- 
garding the value of the conserved ovary. 
This is due to the fact that no such studies 
have been undertaken with proper regard 
for all of the various factors which in 
reality determine the fate of retained ova- 
ries, and without knowledge of which one 
can not possibly estimate clinically with 
any degree of accuracy to what extent hys- 
terectomy has disturbed their function. 
These factors are: (1) a knowledge of the 
individual patient’s condition prior to hys- 
terectomy, both in the psychic domain and 
in that of the autonomic nervous system; 

(2) the cases must be grouped according 
to age both at the time of operation and at 
the time of subsequent observation; (3) 
they must be further grouped according to 
the pathology for which the operation was 
performed, including a careful descriptive 
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note on the condition of the retained ovary ; 
and (4) the operative technic must be re- 
corded with sufficient detail to permit ac- 
curate determination of whether or not 
proper measures were employed to safe- 
guard subsequent ovarian circulation. 

As far as it goes, available clinical data 
is overwhelmingly favorable to ovarian re- 
tention, but we need in this category more 
scientific observations along the lines sug- 
gested. 

In conclusion, I wish to state, with all 
the emphasis of which I am capable, my 
uncompromising opposition to the teach- 
ing that ovarian function in toto is dis- 
rupted through surgical removal of the 
uterus, and to say that I believe such 
teaching, from whatever source, to be dan- 
gerous and without scientific justification. 
And I wish to go on record as condemning 
the removal of one or both ovaries at any 
age simply because hysterectomy is re- 
quired. 

1200 N. Charles St. 


DISCUSSION 

Dr. F. Webb Griffith, Asheville, N. C—We all 
admit that the ovaries ought to be saved, but in 
the majority of instances, when the uterus has 
to be removed, the ovaries also have to be re- 
moved. In carcinoma of the cervix, most of us 
still feel that the ovaries should be removed. In 
inflammatory conditions the ovaries are usually 
involved and when we save them we do so at 
great risk of another operation in the near future. 
The life of the ovary, after the removal of the 
uterus by the average operator, I believe is short. 
This is due either, as Dr. Richardson has said, to 
interference with the circulation or to other 
causes. You remember that the circulation of 
the ovary comes partly through the infundibulo- 
pelvic ligament and partly from an ascending 
branch of the uterine. These two blood channels 
usually anastomose and when one is large the 
other is usually small. When the uterine branch 
is the large one and the uterus is removed, you 
can readily see that the nourishment of the ovary 
is impaired. In those cases where the tube is 
removed, even though by careful dissection you 
keep close to the tube, you have greatly endan- 
gered the blood supply of the ovary. Whenever 
the tube can be saved with the ovary, as in hys- 
terectomy for myoma, it should be done to lessen ~ 
the danger of interference with circulation. 
There was a tendency a few years ago to remove 
most of the ovaries. Then the pendulum swung 
back and we tried to save the ovaries whenever 
there was a possible chance of so doing, and as 
a result, many of our patients had to be reop- 
erated, and that in turn caused us to become so 
radical that Dr. Richardson has seen fit to urge 
against this tendency. If at the primary opera- 
tion the chances are even that the ovary will be- 
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come either atrophic, cystic or adherent, or re- 
main a focus of infection, I believe we will be 
less apt to have a nervous patient if we relieve 
her of all pain and local symptoms by removing 
the ovary. 


Dr. William T. Black, Memphis, Tenn.—We may 
have some nervous manifestations following the 
removal of the uterus, nevertheless they are not 
nearly so marked as when both ovaries are re- 
moved. Certainly they should be preserved in 
women who have not passed the menopause, and 
even after this physiological change has taken 
place, I can see no special reason for removing 
the ovaries unless we suspect malignancy, or 
there is some ovarian lesion present. It is very 
necessary where the ovaries are to be left in, in 
performing a hysterectomy, to leave the blood 
supply as much undisturbed as possible. When 
possible the tubes should be left and when neces- 
sary to remove them the incision should be as 
far away from the ovaries as possible. “It is also 
best to anchor the ovaries high up, so as to pre- 
vent a prolapse. The interrelationship of the 
secretions of the endocrine system is becoming 
so well understood that no one can remove a 
ductless gland without fear of disturbing metabo- 
lism to a certain degree. The function of the 
corpus luteum has principally to do with the func- 
tion of menstruation and the growth of the fetus. 
Its removal doubtless would make little difference. 
But the removal of the remaining portion of the 
ovaries always seriously interferes with the 
proper balancing of the internal secretions. I 
therefore wish to disagree with some of our best 
authorities upon the removal of the ovaries where 
it is necessary to remove the uterus. 


Dr. Richardson (closing).—I do not agree with 
Dr. Griffith when he says there are only occasional 
cases in which the ovaries can be saved. On the 
contrary, there are a great many cases in which 
the ovary can be saved if we will take the trouble 
to do it. The assertion that these retained ova- 
ries often undergo secondary changes which re- 
quire their removal lacks scientific proof. I have 
been doing gynecology for fourteen years and 
have rarely seen the abdomen reopened for re- 
moval of ovaries on account of degenerative 
changes following hysterectomy. I do not believe 
it is necessary to remove the ovaries even in the 
operable cases of carcinoma of the cervix. During 
a period of nearly two years’ apprenticeship in 
gynecological pathology in the Johns Hopkins 
Laboratory I saw metastasis in the ovaries only 
twice, I think, and these were instances of most 
advanced carcinoma of the cervix, where the 
growth had broken through and studded the pel- 
vis. Nor do I know of a case in the literature 
in which metasasis was demonstrated in the 
ovary where the cancer of the cervix was still in 
the operable stage. I have two cases now in 
which I operated five years ago for carcinoma of 
the cervix; the women have been examined regu- 
ary at six-month intervals and the ovaries are 
perfectly normal. In one case of cervical carci- 
noma of a fairly advanced stage, operated upon 
Several years ago, I saved both ovaries and was 
delighted to.demonstrate on reopening the abdo- 
men recently that both of these ovaries are func- 
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tioning properly, and that there is no sign of 
carcinoma in either one. I think, therefore, that 
unless you have a specific, demonstrable disease 
of the ovary at the time of operation, no matter 
whether the woman is under the menopause age 
or over it, the burden of proof is with the operator. 
to justify total ablation. 


DIVERTICULUM OF THE POSTERIOR 
URETHRA* 


By G. T. TYLER, M.D., 
Greenville, S. C. 


For some time after I had observed the 
case I am to report, I was uncertain what 


to call it. There was a pouch in the floor. 


of the posterior urethra just anterior to 
the internal sphincter. This was a diver- 
ticulum, to be sure; but it might with 
equal propriety be called a dilatation of 
the prostatic glands in this region. I had 
not seen accounts of such a condition in 
the literature on diseases of the prostate; 
and that on diverticulum of the urethra 
deals much more extensively with the con- 


dition in the anterior urethra. There is: 


little on diverticulum of the prostatie por- 
tion. 

The early age at which bladder stone 
formed in this case led me to think that if 
these diverticula were congenital they 
might explain the occurrence of vesical 
calculus in male children. Although it 
does occur more frequently in males, I 
have not been able to find data in support 
of this view. Again the difficulty of mak- 
ing accurate examinations in children has 
prevented such findings. Against this the- 
ory is the rarity of reported diverticulum 
with the occurrence of stone in the blad- 
der. It is conceivable that diverticulum 
of the posterior urethra may be due to 
dilatation of the prostatic ducts. This 
view, I think, is tenable from the work of 
Lowsley on the prostate at birth. One 
might ask why it does not occur in the 
anterior or lateral wall, as well as in the 
posterior. I have no reply to this objee- 
tion. 

CASE REPORT 

The patient, a boy, aged 16, having inconti- 
nence of urine, was sent to me because of swell- 
ing of the left testicle. One year previously both 


*Read in Section on Surgery, Southern Medical 
Association, Thirteenth Annual Meeting, Ashe- 
ville, N. C., Nov. 10-13, 1919. 
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testicles had swelled, but had subsided on rest in 
bed. There was no urethritis, nor history of ex- 
posure with either attack. His previous history 
was that between the ages of 4 and 6 he had been 
operated upon four times for recurrent stone in 
the bladder. The first and third opera‘ions were 
perineal, the others supra-pubic. Following the 
third operation incontinence developed and _ per- 
sisted until admission. After his recovery from 
epididymitis, I attempted to pass a catheter into 
the bladder; but encountered an obstruction in the 
posterior urethra, which I could not pass until a 
finger in the rectum exerted pressure against the 
instrument. It then passed readily into the blad- 
der. This procedure it was necessary to repeat 
on introducing the cystoscope. The appearance 
af the bladder was normal; the ureteral orifices 
and internal sphincter showed no defect; but just 
anterior to this muscle a pouch appeared in the 
floor of the posterior urethra. No endoscopic ex- 
amination was made. 

At operation through a supra-pubic incision the 
bladder was found normal. The perineum was 
opened and a pouch into which I could easily in- 
troduce the tip of a finger appeared, extending 
about 1.5 cm. deep. The internal sphincter sep- 
arated this pocket from the bladder. I divided 
this muscle, converting the diverticulum and 
bladder into one cavity. The patient was tem- 
porarily improved, but soon had a. return of 
incontinence. At a second operation two months 
later I attempted to dissect this pouch and to 
restore the floor of the urethra as nearly as pos- 
sible to normal. He was improved for a longer 
period following this operation, but again inconti- 
nence returned. 

A third operation was done six months after 
the second. Under local anesthesia the scar tissue 
was dissected and the perineal muscles were 
sutured over the urethra, a No. 16 French cathe- 
ter being used as a guide. Unfortunately this 
wound broke down on the tenth day, some urine 
escaped, and a fistula persisted for three weeks, 
healing after a chromic catgut suture came away. 
No leak, however, remained; and the patient had 
almost complete control for two and a half years. 
The largest amount of wetting throughout the 
day would be an area the size of the palm of the 
hand. In the fall of 1918 he had a return of 
symptoms, and is seeking relief at another clinic. 


The incontinence, of course, followed 
operation, and maybe the diverticulum 
also. But I have wondered whether this 
may not have been congenital and the 
stone have formed in it. . 

Gansen, in 1905, reported an autopsy 
finding in a male aged 54. There was a 
diverticulum in the floor of the posterior 
urethra 1-1.25 cm. anterior to the internal 
sphincter. It occupied the region of the 
colliculus; was 2 cm. long, 1.5 em. wide, 
1.25 cm. deep; and contained a stone. 
Escat also found a case of congenital di- 
verticulum with a urinary pouch in the 
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peno-scrotal region, communicating with 
the posterior urethra. He thinks this a 
partial persistence of Muller’s duct. 
These two cases may be of the same or- 
igin. Escat reported another case with 
congenital narrowing and inversion of 
the anterior urethra and a cavernous mem- 
brano-prostatic urethra (congenital). 

I have observed a diverticulum in the 
posterior urethra in a patient aged 30, 
having spina bifida. He has had inconti- 
nence since 8 years of age. There was no 
history of injury or operation. In the 
floor of the posterior urethra was a pouch 
from which pus escaped, especially while 
lying down. The pouch is near the inter- 
nal sphincter. The outline of the prostate 
is normal. In this case also I was unable 
to enter the bladder with a catheter until 
I had inserted a finger into the rectum 
and pressed against the instrument. 


Englander has reported several cases, 


‘one in the membranous urethra, some in 


the posterior, one of which was congeni- 
tal. He also suggests that they may be 
responsible for stone formation. 

Bumpus, of the Mayo Clinic, reported 
four cases, all of which were acquired. He 
cites some cases from Lane, autopsy find- 
ings. It is his idea that the condition is 
not congenital, but is acquired from in- 
jury, operation, or infection. 

Von Girgalow found a diverticulum of 
the posterior urethra in a 5-year-old boy. 

A history of dysuria, partial or com- 
plete, especially in the acquired cases, per- 
sistent urethral discharge, pain or swell- 
ing in the perineum, are usual symptoms. 
Recurrence of bladder stone, especially in 
the young; repeated attacks of epididy- 
mitis without urethritis, trauma, or tuber- 
culosis, as in one of my cases, are signifi- 
cant. On examination, an obstruction in 
the posterior urethra to the passage of a 
catheter should suggest a pocket in this 
region. At this stage, gentle pressure over 
the prostate may express cloudy urine or 
pus from the catheter. Endoscopic exam- 
ination will reveal the condition. Radio- 
grams, especially with shadow-casting 
fluids, are important aids. 

From the cases I have been able to re- 
view, congenital diverticulum of the pos- 
terior urethra does occur, but is not so fre- 
quent as the acquired variety. 
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DISCUSSION 


Dr. R. C. Bryan, Richmond, Va.—I am satis- 
fied that this condition exists more commonly 
than we suppose. When we recall the rather 
complex biology of the urethra and its forma- 
tion, when we understand that there is a power- 
ful muscle which is cutting down on the urethra, 
constantly in a state of spasm, between the two 
layers of the triangular fascia, which again is 
most tense and resistant, I think we can under- 
stand how there is a constant resistance offered 
to the flow of urine at all times at this physio- 
logical point of constriction. I believe that 67 
per cent of all men who have gonorrhea have the 
inflammatory reaction in the deep urethra. A 
pathological narrowing added to this physiolog- 
ical constriction is of just sufficient embarrass- 
ment to produce a bulging of the urethra pos- 
teriorly. This urethral dilatation occurs only on 
the floor for evident anatomic reasons. Women 
also have this condition, but I think it is not so 
common as in men. In Surgery, Gynecology and 
Obstetrics for this month there is an excellent 
article from the Mayo Clinic, which is the first I 
have seen on this subject. The insults to the 
floor of the urethra in women in childbirth may 
cause a proximal dilatation to the point of in- 
jury. In those cases which have been examined 
cystoscopically and do not show vesical diver- 
ticula, urethral diverticula should be thought of 
and an endoscopic examination carried out. I 
believe I have had one or two of these cases. I 
do not think I recognized them, but I think they 
will be recognized more in the future than they 
have been. I am satisfied that operation offers 
the only means of cure. I was interested in the 
doctor’s paper and think we should all be more 
on the lookout for urethral diverticula than we 
have been heretofore. 


Dr. E. G. Ballenger, Atlanta, Ga.—The nearest 
to a diverticulum I have seen was where the 
prostatic follicles were much dilated and partly 
filled with stones. This is not the kind of diver- 
ticulum that Dr. Tyler refers to, but it is only one 
that borders on that particular type which I 
have seen. 


Dr. Tyler (closing).—I have recently been in 
communication with some of the pedriatrists, and 
have learned from them that there are additional 
reports in the literature showing that other cases 
of stone in the bladder during childhood with 
diverticula of the posterior urethra have been 
found. Any information we can get as to the 
cause of these cases should be welcomed. Al- 
though Dr. Bumpus thinks his cases were all 
—— the condition is certainly congenital 

So. 


COMMON SKIN LESIONS RARELY 
RECOGNIZED 


By C. AuGuUSTUS SIMPSON, M.D., 
Dermatologist, Episcopal Eye and Ear, 
Providence, Washington Asylum and 
George Washington University 
Hospitals, Washington City 
and St. Ann’s Orphan Asy- 
lums; Associate in Derma- 
tology, George Wash- 
ington University 
Medical School, 
Washington, D.C. 


There are three lesions in dermatology 
which always seem to confuse the average 
physician. This apparent perplexity is, 
to my mind, often due to neglect on the 
part of the diagnostician to observe a few 
fundamental points, the understanding of 
which will often be of great aid in making 
a diagnosis. 

While the tubercular-ulcerative syphi- 
loderm, lupus vulgaris and epithelioma 
are chronic, indolent lesions, there are cer- 
tain phases of this chronicity which are 
most striking. First, lupus vulgaris is a 
disease of childhood, quite rare, develops 
very slowly, and is seldom of great extent, 
yet few late syphiloderms out of the ordi- 
nary escape the diagnosis of lupus. Sec- 
ond, it seems hard to convince many phy- 
sicians that syphilis may occur as a sin- 
gle, ulcerated, slow-growing, indolent ul- 
cer, in a man or woman past forty, on the 
lip, nose or other locations frequented by 
epithelioma. The lesion may be months 
developing and ulcerating, while a lupus 
of the same extent would require years. 
While the tubercular-ulcerative syphilo- 
derm may occur as an isoated single le- 
sion, it seldom remains as such for many 
months, but spreads at one border while 
healing on another, leaving its tell-tale 
scar in its train. A negative Wassermann 
often makes his doubts complete. Third, 
that the usual epitholioma has as its ante- 
cedent a mole, wart or seborrheic patch 
which has been present for years and 
years, maybe throughout the life-time of 
the patient. They do not change their lo- 
cations and very seldom do they heal 
spontaneously to recur. Close examina- 
tion with a magnifying glass may show a 
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crust, a bleeding point, or a tiny ulcera- 
tion which means that we are no longer 
dealing with a mole or senile patch, but 
a skin cancer, either basal and prickle cell. 

The subject of this case report is syphi- 
lis, which should be of some interest, be- 
cause apparently all physicians in Wash- 
ington diagnose and treat syphilis. I 
could report quite as many or more cases 
of lupus and epithelioma which have had 
Wassermanns and antisyphilitic treat- 
ment. All of the following patients were 
referred to me, some by doctors who make 
a specialty of syphilis, others by medical 
men adept in mercury therapy and intra- 
venous injection. The diagnosis made, 
most of the patients were referred back 
to their respective physicians for treat- 
ment. All patients were diagnosed the 
first time they were seen—two were sub- 
jected to the Wassermann test in order to 
convince the physician who sent them. 

CASE REPORTS 

Case 1.—Maiden lady, 48 years of age, was 
referred to me by a surgeon. On her left cheek 
was an ulcerating lesion the size of a quar- 
ter. Close examination showed that the ul- 
cers originated from three or four grouped tu- 
bercles which had ulcerated into one. The sur- 
geon had diagnosed the ulcer as epithelioma, ex- 
cised it with considerable loss of tissue and scar. 
The lesion promptly returned to the condition I 
describe. It healed in two weeks under mercury 
and arsphenamine therapy. 

Case 2.—Man, 51, was referred to me for x-ray 
treatment with a diagnosis of epithelioma. He 
presented an ulcer the size of a half dollar on’ 
his right cheek just below the eye. The lesion 
had an irregular bleeding floor, elevated edges, 
all intensively inflamed by several applications 
of x-ray. The x-ray dermatitis persisted for 
some weeks, but the ulceration healed under two 
doses of arsphenamine. 

Case 3.—Married, white woman, age 42, with- 
out children, had no history of miscarriages. Re- 
ferred as lupus, she had two superficially ulce- 
rated, irregularly shaped ulcers the size of a 
small lemon—one on the neck, the other on her 
forehead, of six years’ duration. ‘She informed 
me that eight physicians had treated her for lupus 
and skin cancer. On being told that she would 
be well the following week, she did not hesitate 
placing me in the Ananias Club. One intramus- 
cular injection of arsphenamine in the buttocks 
healed her syphilis. 

Case 4.—White man, aged 49, married eight 
years, three healthy children, was sent to me 
with a diagnosis of lupus. On his forehead he 
had an extensive, irregular, nodular, ham-colored 
lesion as large as an orange. He had consulted 
a number of doctors. His family physician, who 
treats a great deal of syphilis, had observed the 

lesion off and on for five years. Superficial, 


SOUTHERN MEDICAL JOURNAL 


August 1920 


white, smooth cigarette paper scars interspersed 
with the nodules and ulcerations made the diag- 
nosis quite easy. Three injections of arsphena- 
mine cured the lesion. 

Case 5.—White man, single, 38 years of age, 
was sent to me for x-ray treatment of epithelioma. 
He presented two isolated, round ulcerations, the 
size of an olive, one at the root of the nose and 
the other on the upper lip, of several months’ 
duration. Both prompty healed under two in- 
jections of arsphenamine. 


Fig. 1, Case 5. 


Case 6.—White woman, 50 years of age, mar- 
ried, was sent to my clinic at the George Wash- 
ington Hospital with the diagnosis of epithelioma. 
She had an ulcerating, nodular infiltration of 
the entire upper lip. These nodes were some- 
what elevated, but for the most part were deeply 
imbedded in the lip tissue. Interspersed among 
the tubercles and ulcerating nodes were the tell- 
tale syphilitic scars. I exhibited this patient to 
a number of physicians, all of whom considered 
the case lupus or epithelioma. One _ physician 
said he would not venture a diagnosis, but would 
say it was not syphilis. The lesion rapidly 
healed under mercurial treatment. 

Case 7.—White man, age 50, from Virginia, 
with the diagnosis of lupus, was referred to me 
for treatment. His lesions had been present and 
he had been under lupus treatment a number of 
years. During this time mercurial tablets had 
been given a trial. The lesions, as the cut will 
show, were two enormous tubercular-ulcerating 
lesions, one on the buttocks and the other on the 
shoulder. The irregular outline of the ulcera- 
tions and the central smooth scar show very well 
in the photograph. A few injections of arsphen- 
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amine quickly cured this long-standing condition. 

Case 8.—White woman, 34 years of age, who 
had been under treatment for a rhinitis and be- 
ginning deafness, was referred to me by a prom- 
inent throat specialist. The diagnosis of ery- 
thema had been made of the patient. She pre- 
sented well-developed nodules and a _ tuberculo- 
ulcerating syphiloderm. Three injections of ars- 
phenamine cured the rhinitis and brought her 
hearing to normal. 


Fig. 2, Case 6. 


Case 9.—Married white woman with one 
healthy child was referred to me by a throat 
specialist who was treating her for otitis and 
tinnitus, with pronounced deafness. She had a 
number of tuberculo-ulcerating syphiloderms in 
one palm and at the angle of both jaws. All 
lesions had been present for months. A few in- 
jections of arsphenamine healed the skin lesions 
and cured the deafness. 


It seems that one should be able to make 
some constructive observation when re- 
viewing a series of mistaken diagnoses 
such as these. I can not help feeling that 
the patient with skin lesions, be they lupus, 
epithelioma or syphilis, fails to get the 
intelligent advice that he hopes and pays 
for. While only one may be fatal, all may 
lead to extensive mutilation and perman- 
ent deformity. Regarding syphilis, I 
must confess that the Wassermann test 
has not been an unmixed blessing. In 
many of the late lesions of syphilis, the 


blood examination not only fails to help 
make a diagnosis, but oftentimes actually 
prevents one because of the sublime confi- 
dence the profession has learned to place 
in the test. In addition, it has led to lack 
of study and some carelessness on the part 
of the physician. The incentive to hard 
work and study for months and years un- 


Fig. 3, Case 7. 


der the great masters, where hundreds of 
these cases are to be seen, will cease when 
the short-cut laboratory diagnosis, often 
by the third party, can be utilized. I need 
not dwell upon the hopelessness of trying 
to master syphilis, the great imitator, by 
the perusal of the correspondence courses 
that come to us in the shape of books, 
plates and stereoscopic views. 
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Examples of this are to be seen in many 
cities, instances of where pathologists and 
serologists who until recent years were 
content to confine themselves to their 
highly scientific and valuable branch of 
medicine have suddenly and without the 
least practical experience in syphilis, blos- 
somed forth as specialists in the diagnosis 
and treatment of this disease. 

Happily the American Medical Associa- 
tion recognizes the danger and shortcom- 
ings of such very questionable practices, 
and this great organization is making an 
effort to rescue syphilis—the waif of bod- 
ily ailments—and place it in the Section 
on Dermatology, where it belongs. It is 
now publishing all the literature of syph- 
ilis in the Journal of Dermatology and 
Syphilis. In addition, the recent meetings 
of the Association have very properly con- 
fined all papers, symposiums and discus- 
sions relating to the general subject of 
syphilis to.the Section on Dermatology. 
The leading medical schools of America 
recognize the utter futility of teaching 
syphilis properly when the lectures of this 
great subject are hopelessly divided and 
duplicated among two or three specialists. 
They now either provide a separate chair 
for syphilis in charge of a dermatologist 
or confine the teaching of this disease to 
the chair of dermatology. 

It is a mistake to imagine that the old 
school dermatologist will be able to assume 
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this added responsibility without a broad- 
ening of his knowledge and views on syph- 
ilis. His perception of syphilis must be 
more than skin deep and he must learn 
to treat not only the skin lesions, but the 
disease. 

While it is not necessary to be a prac- 
tical serologist, one should at least under- 
stand the theory of the compliment-fixa- 
tion test, and be able to interpret the four 
examinations made on the spinal fluid. 
An earnest effort must be made to become 
better acquainted with the renal, vascular 
and nervous complications of syphilis. It 
might be said that every serious vascular 
and nerve lesion is due to the failure of the 
patient to get intensive treatment in the 
early stages of the disease and that this 
fault lies in a great measure with the urol- 
ogist and the dermatologist. 

The urologist is becoming more of a 
surgeon and less a venereal specialist 
every day. Many of his leading and more 
modern text books do not have the large 
and amusing chapters on syphilis as in 
the past. This leaves the field to the der- 
matologist, not the dermatologist who has 
remained in the spore stage for the past 
ten years, but the specialist who has kept 
pace with the recent great advances in 
the diagnosis and treatment of syphilis, 
advances which in the last fifteen years 
have eclipsed the observation of centuries. 
1219 Connecticut Ave., N. W. 
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EYE, EAR, NOSE AND THROAT 


THE RELATION OF THE FIFTH 
CRANIAL NERVE TO AUDITORY- 
VESTIBULAR DISEASE* 


By E. R. CARPENTER, M.D., 
Dallas, Tex. 


The work of Barnay on the vestibular 
apparatus has served to stimulate mate- 
rially the otologist’s interests in intracra- 
nial lesions. In fact, we now realize that 
the auditory-vestibular apparatus is impli- 
cated directly or indirectly in the majority 
of brain lesions, and that no neurological 
report is complete unless it includes a 
thorough otological investigation. This 
information not only furnishes valuable 
data as to the presence or absence of dis- 
ease, but often it is invaluable for the lo- 
calization of lesions. 

Owing to the character of the auditory- 
vestibular examination, interpretation of 
the findings should be made by an otologist. 
The average neurologist or the brain sur- 
geon has a rather poor conception of otol- 
ogy. As a rule, they underestimate the 
importance of the auditory report. How- 
ever, reputable otologists do not claim to 
make intracranial diagnosis from isolated 
neurological findings, as no field in medi- 
cine presents more difficult problems for 
diagnosis than this work. After all avail- 
able information bearing on the subject 
of brain lesions has been assembled in 
each case, we know that the neurologist 
frequently experiences great difficulty in 
arriving at a conclusion. 

Since the otologist is concerned princi- 
pally in satisfying himself beyond doubt 
as to the presence or absence of an intra- 
cranial lesion in each case of nerve deaf- 
ness that presents itself, and since this in- 
formation is not always assured from the 
functional ear tests, it is customary to in- 
vestigate further as to the reaction of 
other cranial nerves. The seventh or facial 
nerve has a closer anatomical relation to 
the auditory nerve than the other cranial 
nerves, consequently, we should naturally 


*Read by title, Section on Eye, Ear, Nose and 
Throat, Southern Medical Association, Thirteenth 
Annual Meeting, Asheville, N. C., Nov. 10-13, 1919. 


expect this nerve to be most frequently 
involved along with the eighth nerve, but 
clinical facts do not bear out this claim. 
Although the seventh and eighth nerves 
are situated side by side, and they enter 
the internal auditory canal together, many 
observations have demonstrated beyond 
doubt that profound disease involving the 
eighth nerve may frequently leave the 
facial nerve undisturbed. This arises 
from the fact that the facial nerve is 
harder and more resistant to damage than 
the eighth, which is soft in consistance. 

Almost any or all of the cranial nerves 
may be involved along with disturbance 
of the auditory-vestibular apparatus, but 
the second, third, fifth, sixth and seventh 
are the nerves most likely to be implicated. 
Of these, I especially wish to call attention 
to the frequency of fifth nerve involve- 
ment in intracrania) ear lesions, and the 
importance of examining the reactions of 
this nerve along with the auditory-vestibu- 
lar examination. 

Anatomically, the central distribution of 
the fifth nerve is far more extensive than 
that of any of the other cranial nerves. 
The sensory fibers and neuclei of this nerve 
are found in the upper portion of the 
spinal cord, in the medulla, pons and up- 
per portion of the brain stem. The fibers 
decussate in the medulla and pons, form- 
ing a network before entering the fillet. 
The motor portion of this nerve is of less 
importance to otologists, as it is less fre- 
quently involved than the sensory portion. 

The sensory and motor roots of the 
fifth nerve enter the posterior fossa in 
close proximity to the auditory-vestibular 
nerve. The peripheral sensory distribu- 
tion of the fifth nerve is through the mid- 
dle cranial fossa to the face, forehead, 
cornea, conjunctiva, and to portions of the 
internal nose and throat, and to the tongue, 
teeth, eyeballs and meninges. The motor 
portion is concerned with the muscles of 
mastication. 

The neuclei and fibers of the auditory- 
vestibular nerve in the medulla and pons 
are in close relation to the fifth nerve dis- 
tribution in that region, consequently it is 
reasonable to suppose that these. two 
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nerves, the fifth and eighth, would be fre- 
quently involved together in disease of the 
posterior fossa. Clinical observation re- 
veals this to be a fact, and my own experi- 
ence leads me to believe that some dis- 
turbance in the reaction of the fifth nerve 
can be found in almost all cases of intra- 
cranial auditory-vestibular disease. 

In a series of thirty neurological pa- 
tients, where an intracranial disturb- 
ance of hearing was marked or where 
there was vestibular involvement of a sim- 
ilar origin, I found 80 per cent of these 
cases also revealed some disturbance in 
the reactions of the fifth nerve, whereas 
only about 10 per cent of the cases re- 
vealed indication of seventh nerve trouble. 

Subnormal sensation of the cornea, or 
loss of sensation of the cornea, was most 
frequently met with, due no doubt to the 
fact that the corneal sensory neuclei are 
situated in the medulla near the eighth 
nerve neuclei. The sensory portion only 
of the fifth nerve was usually involved as 
the motor neuclei are small in extent and 
are high up in the pons. The motor root 
of this nerve appears to be in some way 
better protected from injury, as it passes 
through the posterior fossa. 

Loss of taste over the anterior portion 
of the tongue on one side or on both sides 
is a frequent occurrence along with eighth 
nerve disturbance. Some authorities claim 
these taste fibers come from the fifth nerve 
neuclei, but anatomical evidence indicates 
they are from the seventh nerve. How- 
ever, clinically, I have often met with loss 
of taste on one or both sides of the tongue 
where the entire fifth nerve was inactive 
on one side and there was apparently no 
seventh nerve trouble on either side. 

Unilateral hemianesthesia and hemianal- 
gesia, that is, loss of the touch and pain 
sense over the face and body on the same 
side, are occasionally encountered along 
with severe deafness. This condition 
strongly suggests some hysterical element, 
although I have seen it occur in organic 
brain trouble. 

Neuralgia of the different branches of 
the fifth nerve, toothache, burning sensa- 
tion in the mouth or nose, and other pares- 
thesia, may occur in the ear patient. Many 
times the patient is not aware of the fifth 
nerve trouble, especially analgesia, al- 
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though it may have existed for several 
weeks or months prior to the discovery of 
the trouble. 

All forms of brain lesions occur in the 
region under consideration, that is, in the 
medulla, pons and posterior fossa. Syphi- 
lis, tuberculosis, circulatory diseases, acute 
inflammation, toxemias, injuries, tumors, 
abscesses, multiplesclerosis and other dis- 
eases peculiar to the nervous system may 
be met with. 

Cerebello-pontile angle tumors and ab- 
scesses almost invariably involve the fifth 
and eighth nerve, and this may be the 
only symptom of such trouble early in the 
case. 

The otologist should never be contented 
with making a diagnosis of nerve deaf- 
ness, but he should determine whether or 
not the lesion is of intracranial origin. 
The prognosis and treatment depend on 
this point. The neurologist or brain sur- 
geon may not be consulted until the dis- 
ease has advanced too far to prevent deaf- 
ness or loss of life, as often occurs with tu- 
mors, abscesses, syphilis, circulatory dis- 
ease, toxemia, etc. 

In Cushing’s book, “Tumors of the Audi- 
tory Nerve,” the sad fact stares us in the 
face that in every one of his thirty-five 
cases the first symptoms were disturbance 
of hearing, yet all of them came to him in 
an almost hopeless condition, being either 
paralyzed, blind, or nearly blind, or they 
had some other equally as serious compli- 
cations, which even if they survived the 
operation rendered the operation exceed- 
ingly dangerous and the prognosis serious. 
In nearly all of these cases an early diag- 
nosis would have offered a very good 
chance to escape the terrible complications 
and to have saved many lives. 

SUMMARY 

The otologist is not required to make 
absolute diagnosis of intracranial disease, 
but auditory-vestibular diagnosis has been 
developed until we can usually determine 
whether or not we are dealing with an in- 
tracranial lesion. This ability entails 
some knowledge of the other cranial 
nerves. The object of this article is to call 
particular attention to the importance of 
carefully considering the fifth cranial 
nerve in auditory-vestibular investigation. 
306-11 Southwestern Life Bldg. 
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SPECIAL ARTICLE 


THE MEDICAL TEACHER* 


By KENNETH M. LYNCH, M.D., 
Professor of Pathology, Medical College of 
the State of South Carolina, 
Charleston, S. C. 


Having been invited to present in this 
symposium a paper on medical education 
by a professor of pathology, I have taken 
it as my responsibility and privilege to 
select a topic dealing with problems of 
pressing importance to medical schools of 
this country today, with particular refer- 
ence to Southern medical schools. I have 
consequently chosen what to my mind re- 
quires at the present time most careful 
consideration, the medical teacher him- 
self. 

During the recent period in which we 
have seen marked and needed improve- 
ment in medical education, attention 
in the main has been directed toward the 
prescribing of courses to the youth who 
intends to study medicine and to the med- 
ical student, and to the proper equipment 
of medical schools for the giving of these 
courses. As a general proposition, we see 
today the large majority of medical schools 
at least decently equipped and conforming 
in the main to well recognized principles 
in conducting their courses, particularly 
in the preclinical branches. 

Teaching of the laboratory course has 
been pretty thoroughly investigated and 
overhauled and the teacher of these 
branches has been affected in that a suf- 
ficient corps of whole-time instructors has 
been insisted upon. The organization of 
our laboratory branches has been well 
done. They are now in a state from which 
we shall probably see no further radical 
changes, but a gradual progression with 
the natural changes and progress of the 
profession. 

: The main problem with which the proper 
direction and conduction of the laboratory 


_ *Read before Conference on Medical Educa- 
tion, Southern Medical Association, Thirteenth 
gu Meeting, Asheville, N. C., Nov. 10-13, 


branch is now confronted is the supply of 
efficient and capable teachers, and this is 
largely an economical problem. There are 
two sources from which we draw our sup- 
ply of young men entering the field of 
laboratory teaching. Probably the major- 
ity of them are recent graduates who have 
not yet become settled in a particular line 
and use such a position as a temporary vo- 
cation or as a stepping-stone to something 
else. The minority is composed of those 
who are ambitious to pursue this course 
as a permanent profession. In the former 
case the neophyte rarely remains longer 
than a period of apprenticeship when he 
is a pupil instead of a teacher. The latter 
class is pitifully small, especially in the 
smaller schools. It is a small class prin- 
cipally because the remuneration which 
goes with it is not sufficient to attract men 
of ability, and if it were not for the fact 
that there are some who come for the love 
of the work the laboratory complement of 
the teaching profession would soon find 
itself in a state of stagnation and decay 
for want of ability and leadership. 

Salaries of instructors in laboratory de- 
partments in Southern schools range from 
about $500 to $1,600 per year, the aver- 
age being about $1,500 and the usual being 
about $1,000 to $1,200. Upon such a sal- 
ary a man can no more than live in respect- 
ability, and marriage and support of a 
family is out of the question. He has only 
his work. It is the rare exception that 
a man’s work, no matter how attractive to 
him, fills his whole life, and then it is un- 
natural. 

Why should a man of any ability spend 
seven or eight years of his life, and as 
many thousands of dollars, with no income, 
to prepare himself for a position command- 
ing a salary of $1,500 a year or less? That 
is the question in the minds of our young 
men from whom we would recruit the call- 
ing, and that is the reason that it is the 
exceptional man who enters it with serious 
intent and ambition to give it his best. 
The goal is the professorship, a goal of 
indefinite and doubtful attainment. When 
it is reached it carries a remuneration in 
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Southern schools of from $2,000 to $4,000 
a year, the average being about $3,000 a 
year. 

Is a man who has the ability to attain 
success in whatever line he may under- 
take justified, to himself and to the family 
which he is naturally supposed to produce, 
in entering such a field? Is it possible that 
it shall be left to the recluse, one who is 
interested only within the confines of his 
quarters, and to the man of independent 
means? If so, it will be the former who 
will fill the field, as it is not common for 
one of independent means to select such 
exacting work. 


One often hears the clinical profession 
accuse the laboratory man of being nar- 
row, impractical, of poor judgment and 
poor general acumen. Has the laboratory 
profession already become filled with in- 
competents by reason of its failure to draw 
and support able men? 


One hears on every side the call for 
laboratory men, from schools, hospitals, 
clinic groups, industrial and private prac- 
tice. The smallest remuneration is of- 
fered by the school. Our teaching staffs 
will be further depleted by these ever-in- 
creasing calls, for why should a man who 
can obtain a position commanding profes- 
sional respect and paying from $3,000 to 
$4,000 a year after he has served his ap- 
prenticeship of a year or two and become 
fairly proficient in laboratory work remain 
in a teaching position at about half the 
salary and with indefinite promise of ad- 
vancement? 


The signs of the times are clearly before 
us. Is the laborer worthy of his hire? Is 
the young man of medicine to be offered 
a teaching field justifying his best efforts 
and ambitions, in order that those of abil- 
ity who would may enter, or is the better 
class to be barred and our profession in 
the future taught by the naturally incom- 
petent ? 

The problem, as I said in the beginning, 
is an economic one. A young man enter- 
ing the field of medical teaching should be 
offered a salary upon which he may live 
in comfort. Should he prove worthy he 


should be materially advanced in a short 
time and periodically advanced as his serv- 
ices and value increase. 


The goal, the pro- 
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fessorship, should carry a salary of cer- 
tainly not less than $5,000. 

Not long ago I heard a business man 
say, “I put my money behind the man, not 
the business.” In any business the great- 
est factor is the personal factor. And 
medical education is but a business. A 
well equipped enterprise will fail for the 
want of personal ability where an able 
man will succeed in spite of physical hand- 
icaps. 

As a general proposition we have paid 
too much attention to the physical sur- 
roundings of medical education. Perhaps 
it would be better put that our detailed 
attention to the physical needs which have 
resulted in the expenditure of large sums 
of money on elaborate palaces and ap- 
pointments may have blinded us to the 
needs of the man for whose use they are 
built. 


Far too little attention has been paid to 
the teaching abilities of those who are 
chosen to direct the new members of the 
profession in their first steps. Too much 
stress is laid upon the amount of research 
work done. One of the essentials of the 
mental equipment of a medical teacher is 
the investigative turn of mind. To be a 
good teacher one must have the faculty of 
imparting this attitude to students, but 
to one actively engaged in teaching, if that 
duty is properly and conscientiously per- 
formed, there will remain precious little 
appropriate time for thorough and cred- 
itable research. In fact, one might en- 
gage in the most valuable investigation 
through possibly the span of an active life 
and yet be unknown for it. On the other 
hand, voluminous publication does not nec- 
essarily indicate valuable work or results. 
Often also the most efficient investigator is 
the poorest kind of a teacher. 


THE CLINICAL COURSES 


While my remarks have had special ref- 
erence to the laboratory branches, some of 
them might be applied to the clinical de- 
partments. I need not apologize for the 
statement that as a general proposition 
our clinical courses are in nothing like the 
state of organization that are the labora- 
tories. There are some schools with ex- 


cellent organizations, and there are many 
with the poorest sort. Here must come our 
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next radical overhauling and reassem- 
bling. When laboratory branches have 
reached perfection, our graduates will still 
go out equipped to practice the science and 
art of medicine just in proportion to the 
efficiency of the clinics and clinical teach- 
ers. 

We are in agreement that the primary 
function of a medical school is to educate 
students for the practice of general medi- 
cine. We do not expect him to be an ex- 
pert in the diagnosis of tumors; we do not 
expect him to undertake to remove a kid- 
ney, to perform a gastro-jejunostomy, to 
take an x-ray picture or to remove the ton- 
sils. We do expect him, even in the day 
of specialism, to be the wheel horse of the 
profession, the man who is going to han- 
dle the vast majority of sick people, espe- 
cially of those who have the kinds of sick- 
ness seen mainly in the outdoor depart- 
ment, and we expect him to know when 
to call for the services of the limited ex- 
pert. It has struck me, therefore, that we 
are in danger of having the cart before 
the horse; that our best teachers have 
taken unto themselves the courses which 
are easiest to carry and of less real value 
to the student; that we are leaving to inex- 
perienced youngsters the courses wherein 
the patients are to be most profitably 
studied by the student and which require 
the most ability and experience to handle 
properly, and also that our clinical courses 
are top-heavy with required courses in the 
specialties to the detriment of more val- 
uable general work. 

The professor of a clinical branch seems 
to have been placed upon a pedestal to be 
gazed at and listened to from afar. He 
gives a lecture or holds a clinic, at which 
the class, who should be most benefited by 
close and intimate association, is in posi- 
tion to receive no material benefit except 
what can be gained from his words. There 
is a place for the lecture and the amphi- 
theater clinic in medical teaching, but it is 
far overshadowed by the place occupied 
by the intimate work of the teacher and 
the student over the case. 


Usually the next in rank takes care of 
the ward work and instruction, courses 
also comparatively easy to handle within 
the hospital with its conveniences. The 
part requiring the most tedious and pains- 
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taking attention, by virtue of the fact that 
symptoms and signs are not commonly 
frankly outstanding, and the part of ut- 
most importance to the student because it 
takes in the main group of sicknesses of 
his future patients, is turned over to the 
lowest rank of clinical teacher, often 
youngsters with no practice or teaching 
experience and often hangers-on who are 
indifferent to the character of work done 
or incapable of doing good work. 

The reason for this common arrange- 
ment is obvious. Where there is tedious 
work to be done, unless one loves it for the 
work’s sake, it is human nature to pass it 
on to the grade below if there is such a 


‘grade. Is this a reasonable arrangement, 


or should not the most valuable course 
from the standpoint of the future physi- 
cian be carried by the most efficient, capa- 
ble and experienced instructor? 

Has not egotism and the desire to be 
the center of the spectacular often led us 
from essential work in hand to the the- 
atrical? To one studying faculty rolls of- 
ten comes the impression that the clinical 
staff is top-heavy and must necessarily be 
burdened with hangers-on and other in- 
competents who are there for purposes 
other than the good of the student. 

Some may hold that a long faculty roll 
is a recommendation. To me it smacks of 
padding, of diversity, overlapping, elabora- 
tion and disjointedness instead of team 
work, concentration and efficiency. Is the 
clinical faculty enrolled with an eye single 
to the benefit of the student, or is it some- 
times to the advantage of the teacher? 

I feel that the clinicians have important 
work ahead of them. From late expres- 
sions of opinion from able observers we 
are still turning out graduates with a word 
knowledge of the technic of a major opera- 
tion, with a memory of the table of symp- 
toms of an acute infectious fever, but with- 
out a proper hospital interneship to break 
those shackles and to develop reason and 
judgment, largely unable to cope with con- 
ditions which they meet on entering the 
practice of medicine. 

Many schools are at the present entirely 
at a disadvantage in their relations with 
their clinical teachers. Too often the clin- 
ical teacher assumes the attitude of fa- 
voring the school by giving it what service 
he does and subordinates his teaching du- 
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ties to other matters to the detriment of 
his course. This feeling, regardless of 
opinion as to the justice of it, is perfectly 
human and natural in schools which do 
not pay him directly for the time which 
he gives. Regardless of whether or not 
a clinician receives an indirect remunera- 
tion for his services, it would be far better 
to waive the question and pay him for the 
time required of him for the course. Cer- 
tainly he does not merit the salary of the 
whole-time teacher, but I believe it would 
be reasonable and advisable to pay him for 
his time. That would give the school the 
advantage and would result in an imme- 
diate change of attitude. It would aid im- 
mensely in the reorganization of clinical 
teaching. It would lead to the weeding out 
of the incompetents and reduction of our 
clinical staffs to malleable and manageable 
bodies. 


It would also help us to reduce the spe- 
cialties to a proper proportion in relation 
to general courses, a much needed reac- 
tion. This, of course, would not relieve the 
need of whole-time clinical teachers nor 
need it interfere with the coming of that 
functionary in all schools. 


Unfortunately, for one reason or an- 
other, the bulk of medical schools have not 
followed the leaders of medical education 
into some of the paths which they have 
shown. Consequently, while I realize that 
possibly none of my remarks may be ap- 
plicable to some of our schools, the most 
of us are far from our goal and the great 
barrier is financial. 


A most pressing need in medical educa- 
tion is better pay for the teachers, enabling 
us to secure better teachers and fewer 
hangers-on. 


DISCUSSION 


Dr. Douglas VanderHoof, Richmond, Va.—I 
think you are all familiar with the fact that lead- 
ing universities today are making definite efforts 
to increase their endowments in order to give 
their teaching staffs a proper living wage. Some 
of you saw in a recent issue of The Literary Di- 
gest some of the things done by the students at 
Ithica in the campaign to increase the pay of the 
professors at Cornell. It had its humorous side. 
In the parade one of the banners bore the in- 
scription “$125,000 will support a professor and 
his family for a million years.” 

Dr. Lynch tells us what we need. He fails to 
tell us how we are going to get it, and any dis- 
cussion of the subject of proper salaries is in- 
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complete unless that important issue can be met. 
In the last fifteen years, since 1904, the number 
of medical schools of this country has been prac- 
tically cut in half. It is a great question whether 
the number should not be still further reduced, 
and the remaining schools be associated with 
state universities in order that they may be prop- - 
erly supported by state funds. The unfortunate 
thing is that state institutions in the South re- 
ceive such meager support from the people in the 
state. It is really very strange. In the middle 
West, for instance, state universities are sup- 
ported in the most liberal fashion by the state 
legislatures and by the people, whereas in the 
South an annual appropriation of $25,000 to 
$50,000 is looked upon by the people of the state 
as a most unusual or extraordinary contribution 
to a medical college. This must be changed, and 
changed largely through propaganda of educa- 
tion. People as a whole Uo not realize what our 
medical schools are doing and do not appreciate 
at all the needs of the schools. If Dr. Lynch will 
tell us how to do this, how it can be applied, then 
we will take even a greater interest in the sub- 
ject he brings up. 


Dr. W. F. R. Phillips, Charleston, S. C.—Dr. 
Lynch has in a way told us how to get this money 
by showing the need of it. It has been said that 
the first part of education is to convince the pub- 
lic of the need of it. The first thing we must do 
is to convince the people that we need it and why. 
If we confine ourselves to a small room like this 
and do not carry it further, we have met and 
condoled with ourselves and deplored conditions 
and nothing more. That is not sufficient; we 
must carry this propaganda outside the room. We 
must publish it in the professional papers first 
and then in the secular papers. We must show 
why we need it. This is a day in which unions 
are in order. We might have a union. I say it 
rather facetiously, for I am opposed to unions. 
And we might say that we will cease teaching 
unless the public gives us its support. We can 
say that without having a union. We can con- 
vince the public by showing them how many men 
it takes to teach a medical student and that while 
pre-medical years can be handled by fewer men, 
the clinical years require a great many more men 
in order to teach the students actually at the bed- 
side of the sick. While three or four teachers are 
sufficient in the average laboratory, it takes one 
teacher to every two or three students clinically 
instructed. Every student needs actual contact 
with the patient and actual supervision in the 
interest of both patient and student, and one man 
ean hardly supervise more than two or three stu- 
dents. We must educate the public to understand 
this, and when we do so they will give us the 
needed assistance and we will have conditions 
in medical teaching very much improved in the 
matter of finances. 


Dr. Chas. L. Minor, Asheville, N. C.—I am 
glad that Dr. Phillips can be an optimist in these 
days. Though I am ordinarily an optimist, on 
this question I fear that I am a pessimist. The 
world is beginning a new era, a new order of 
civilization, the era of the common man, when 
much that we have considered right and proper 
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is being thrown over, and much that is new and 
untried is being spoken of as truth. The civiliza- 
tion of the coming years is to be controlled by 
the laboring man, the carpenter, the farmer, and 
such, and they feel, rightly or wrongly, that in 
the past they have not been treated fairly by 
those in power, that they have been underpaid. 
Further, they have formed an undue idea of the 
importance of their services to the body politic, 
and they believe that the learned professions have 
been overpaid. 

Dr. Lynch is certainly right in stating that 
there should be better pay for our medical teach- 
ers if we are to get the right sort of men. Just 
the same, under present conditions, it is not likely 
that we can get this extra pay. With the labor- 
ing man with his intense class consciousness in 
the saddle, controlling now and for always the 
majority of the vote, too uneducated to see things 
clearly, it is probable that the amount available 
for the payment of high-class teachers will grow 
less rather than more. 

For some years yet we will probably get phi- 
lanthropists to give money to help to improve the 
pay of our teachers, but the great laboring class, 
whom I have spoken of for convenience as farm- 
ers and carpenters, think that the man who 
teaches students is never worth $5,000 a year if 
he (the carpenter) only gets $2,000. And all his 
influence will be thrown against what he consid- 
ers over-payment of the “high-brows.” 

We see the same thing today in our city elec- 
tions. Our lower classes are violently opposed to 
paying commissioners of the city a decent salary, 
or any salary larger than the amount of money 
they themselves can earn in a year, not under- 
standing the amount of intelligence and educa- 
tion which have to be put into such work. They 
will standardize everything down to the level of 
their ignorance, and since they have the vote, it is 
useless for us to complain. 
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I trust that we may finally come to a period 
when educators will be valued as our most im- 
portant citizens and properly paid. That will 
only be after we have gone through a long period 
when the laborer will consider himself our most 
useful citizen and be very careful that no other 
class of citizens gets more than he does. Our 
medical schools will have to retrench and instead 
of getting more money, they will probably in the 
future get less. From present developments it 
seems that we must first go through a period of 
that miserable mediocrity which some _ people 
falsely call democracy. 

Finally, however, it is to be hoped that by uni- 
versal education we will raise our proletariat to 
a point where they can understand and apply bet- 
ter ideals in their lives and in the government of 
this country, which that greatest of all fallacies, 
universal manhood suffrage, has placed in their 
control. 


Dr. Robert Wilson, Jr., Charleston, S. C.—I 
think that Dr. Minor is entirely too pessimistic. 
We are not entering a new era; we are merely 
passing through a period of disturbance such as 
civilization has passed through before. In South 
Carolina education has gained little by little and 
is still gaining. The trouble is not that we have 
no union. We do not want to form a union, but 
we do want to stand together. If all of us should 
go back home and in co-operation with the medical 
men in our several states organize a campaign 
of education with the will to make it a success, I 
believe that we should succeed. 

Dr. Lynch (closing) .—I agree with Dr. Wilson. 
I do not believe the honest laborer nowadays ts 
as he is represented. I am not talking about the 
Bolshevist, but my impression of the honest wage- 
earner is that he is not out of sympathy with 
education. I believe he is the man who will sup- 
port it. 
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MAJOR-GENERAL WILLIAM C. 
GORGAS 


Cable dispatches from London announce 
the sad news of the passing away of Gen- 
eral Gorgas. Nephritis is said to have 
been the cause of death. General Gorgas 
was in England en route to the West Coast 
of Africa, where he intended to study the 
epidemiology of yellow fever as a part of 
his work in eradicating a disease that in 
centuries past has claimed millions of vic- 
tims, and which more than any other one 
cause has interfered with the development 
of tropical countries. 

Incidentally, while in London, General 
Gorgas was to receive honors that had 
never been given to an American physi- 
cian before. The news dispatches do not 
give the nature of the distinction that was 
accorded General Gorgas except to say 
that he was knighted by the King. 
King George also paid General Gorgas the 
distinction of calling upon him while ill 
in a London hospital and there making 
him a knight in one of the exclusive orders 
of Great Britain. 

Few iives in all history have been more 
eventful than that of General Gorgas. He 
was born in Mobile in 1854. His father, 
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General Josiah Gorgas, was then an of- 
ficer in the United States Army, stationed 
at Mount Vernon Barracks, near Mobile. 
His mother was a daughter of Governor 


Gayle, of Alabama. When the Civil War 
came on General Gorgas’ father became an 
officer, and Chief of Ordnance, in the Con- 
federate Army. General Gorgas’ early 
years were spent in Richmond, and the 
writer has heard him relate some inter- 
esting facts which he remembered of the 
siege and evacuation of the Confederate 
Capital. 

After Lee’s surrender in 1865 General 
Gorgas’ father was made President of the 
University of the South at Sewanee, Ten- 
nessee, where young Gorgas received his 
education prior to taking up the study of 
medicine in Bellevue Hospital Medical Col- 
lege, New York, from which he graduated 
in 1879. He immediately entered the Med- 
ical Corps of the United States Army. In 
1885 General Gorgas was married to Miss 
Marie Cook Daughty, who, with one 
daughter, Mrs. Wrightson, survive him. 


THE SANITATION OF CUBA AND THE CANAL 
ZONE 


General Gorgas was inherently great, 
but his opportunity for fame came during 
the Spanish-American War, when he was 
placed in charge of the sanitation of Cuba. 
He was associated with Walter Reed, an- 
other Southerner, who won undying fame 
by proving that the Ardes (Stegomy ia) 
calopus mosquito transmits the infection 
of yellow fever. Gorgas, then a Colonel 
in the United States Army, as chief sani- 
tarian of the Island of Cuba, first applied 
on a large scale the principle of exter- 
minating the mosquito in the prevention 
of yellow fever and malaria. The results 
far exceeded the hopes of the most en- 
thusiastic supporter of the theory that 
the mosquito transmits disease. For the 
first time in more than a century yellow 
fever was eradicated from its stronghold 
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in Havana; malaria was also practically 
eliminated; and the death rate of this 
fever-stricken city was reduced by two- 
thirds. 

The brilliant results achieved by Gorgas 
and his assistants in Havana made it 
seem possible to complete the Panama 
Canal, which had been begun by the 
French, and had been abandoned by them 
because of thousands of deaths from yel- 
low fever and malaria 
among the employes 
of the ill-fated DeLes- 
sups Company. The 
United States pur- 
chased the property 
and rights of the 
French and also a 
strip of land ten miles 
wide, the Canal Zone, 
from the Republic of 
Panama, with the be- 
lief that American ge- 
nius could complete 
the greatest undertak- 
ing of modern times. 
Gorgas was placed in 
charge of the sanita- 
tion of the Canal Zone 
and of the cities of 
Panama and_ Colon. 
The results there in 
disease prevention 
were as marvelous as 
in Havana; the Canal 
Zone was_ changed 
from a veritable death 
hole into a health resort, the death rate 
having been reduced to less than that of 
any area of the same size in the United 
States. 

The sanitation of the Canal Zone 
not only rendered possible the completion 
of the Panama Canal; it also proved 
that the white man can live and accom- 
plish as much work in the tropics as 
in the colder climates, that it is tropical 
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disease and not the heat that causes the 
enervation in the temperate and torrid 
climates. General Gorgas predicted that 
with the elimination of tropical disease 
the temperate and then the tropical zones 
will become the great centers of popula- 
tion in the world. The far-reaching effect 
of Gorgas’ achievements will thus effect 
the health, lives and prosperity of millions 
yet unborn. 

After the comple- 
tion of the Panama 
Canal, Gorgas was 
sent for by the British 
Government to study 
health conditions in 
South Africa, to make 
recommendations for 
preventing malaria in 
Rhodesia and _ pneu- 
monia which was epi- 
demic among the 
workers in the dia- 
mond mines of the 
Rand. His recom- 
mendations for pre- 
venting malaria and 
pneumonia in South 
Africa will always be 
among the English 
classics on hygiene. 
They were followed by 
the British with an 
enormous reduction in 
disease and death in 
South Africa. 


MAJOR-GENERAL WILLIAM C. GORGAS 


GORGAS AS SURGEON-GENERAL 


While General Gorgas was in South 
Africa Surgeon-General Torney died, and 
President Taft made General Gorgas Sur- 
geon-General of the United States Army, 
the position which he filled with great dis- 
tinction until October, 1918, when, on ac- 
count of the legal age limit of sixty-four 
years, he was retired. 
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When the United States declared war 
against Germany in 1917, the gigantic 
undertaking of protecting the health and 
lives of the millions of young men who 
went to their country’s colors fell to the 
lot of General Gorgas. He immediately 
called into the Surgeon-General’s office 
men like W. H. Welch, W. J. and Charles 
Mayo, Stuart McGuire, Theodore Jane- 
way, and other leading surgeons, internists 
and men skilled in all lines of medical 
work, who aided him in building up the 
personnel of the Medical Department from 
the nucleus of 450 regular Army surgeons 
to more than 30,000 in less than two 
years. 

It was fortunate for the people of the 
United States that a man like General 
Gorgas, who had the entire confidence of 
the public, was at the head of the Medical 
Department of the United States in 1917 
and 1918, when we underwent not only 
the horrors of war, but passed through 
terrible epidemics of influenza and pneu- 
monia that swept over the country 
like the scourges of old. It was also 
most fortunate that General Gorgas had 
the support of the medical profession of 
the United States during the war in a way 
that no other man has ever had. He was 
so well known to every doctor in the coun- 
try, even to its remotest parts, that it was 
easy to get them to serve under him. 


THE DREAM OF ERADICATING YELLOW FEVER 
FROM THE WORLD 


General Gorgas’ achievements as Sur- 
geon-General of the United States Army 
during the World War from its beginning 
to October, 1918, added laurels to a life of 
notable achievements. Most men would 


have been willing to retire from active life 
at the age of 64; but not so with General 
Gorgas, who had the burning ambition to 
continue the fight on yellow fever in the 
few remaining places in which it still is 
endemic. 


He therefore agreed to head a 


MEDICAL JOURNAL 


August 1920 


commission for the eradication of yellow 
fever; and since his retirement, up to the 
time of his death, he spent most of his time 
in the tropics. 

It is unfortunate that General Gorgas 
could not have lived to see the realization 
of his dream of actually driving a disease 
out of existence. It is hoped, however, 
that the International Health Board, in 
co-operation with the countries affected, 
will carry on the plans that have been 
evolved by the master mind of Gorgas, un- 
til the dreaded yellow jack has _ been 
forever driven from its strongholds, when 
ships may sail into any tropical port in the 
world without fear of pestilence. 


DESERVED HONORS 


Medical history does not record the 
name of a sanitarian whose achievements 
compare with those of Gorgas. And it is 
safe to predict that the future will not 
produce a man with like opportunities for 
fame in the field of preventive medicine. 
His name and fame will go down the ages 
along with Marion Sims, Walter Reed, 
McDowell, Long, Lister, Pasteur and other 
pioneers in the various fields of medical 
endeavor. 

General Gorgas probably received more 
honors than any other physician of his 
time. He had not only received every pos- 
sible honor that his American confreres 
could bestow, but years ago was given 
an honorary degree at Oxford and was 
made a member of various scientific 
societies throughout the world. Sir Wil- 
liam Osler told the writer that in his opin- 
ion the greatest ovation ever given a med- 
ical man in England was on the occasion 
of General Gorgas’ visit to London in 1912. 

But all the honors that were bestowed 
upon General Gorgas did not change him | 
from the timid, lovable gentleman that he 
was at all times and on all occasions. It 
is splendid to see a great man, whose at- 
tainments and position in life place him 
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with the leaders of the world, yet who 
himself never seems to realize that he is 
more than the humblest of men. Such a 
man was General Gorgas. It was a privi- 
lege to know him, and a distinction to call 
him friend. The world has not produced 
a man beloved more by the medical pro- 
fession and the public. Even though Gen- 
eral Gorgas died full of years, and with 
all the honors that could be given to one 
of his profession, there are millions today 
who mourn his passing away. 


THE WAGES OF SIN 


Overwork, worry, immoderate eating, 
and other faulty habits of living are dis- 
sipations as much as alcoholism; and, 
if we accept the Bible, they are as sinful. 
The Bible speaks of the body as “the tem- 
ple of the soul” and he who defiles his body 
by gormandizing, or by other unhygienic 
habits, is surely violating biblical laws. 
Doctors know that “the wage of sin is 
death,” and that men and women may de- 
stroy their bodies by gormandizing as 
surely as do those who ignore the biblical 
injunction to “look not upon the wine 
when it is red.” Doctors also know that 
the transgressions of hygienic laws by 
overwork and worry for the sake of fame, 
money or social position end in disease and 
death as certainly as the sin of adultery, 
which may transmit its blighting effects to 
succeeding generations. Men and women, 
whether they believe in Christianity or 
not, should learn that their bodies are sa- 
cred, that the laws of physiology are un- 
changeable, and that he who transgresses 
them will find the way hard. 

Most men and women sin against their 
bodies (violate the laws of Nature) be- 
cause they have not been taught even the 
first principles of personal hygiene. The 
schools and colleges teach the classics and 
sciences, but neglect the teaching of physi- 
ological living. The churches in their com- 
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bined attack on alcohol have taught the 
American people the evils of intemperance 
in drinking, yet many of those who preach 
against alcohol decrease their own ef- 


-ficiency and shorten their lives by intem- 


perance in eating, and by leading sedentary 
and unhygienic lives. The wife upbraids 
husband for drinking, and rightly so, while 
she herself may be injuring her usefulness 
and may be making her husband and chil- 
dren unhappy because of the worry habit 
that wrecks homes and kills as certainly 
as alcohol causes crime and death. 


EDUCATION THE REMEDY FOR SINS AGAINST 
THE BODY 


There are many inconsistencies in life; 
and there is much for all of us to learn, 
particularly regarding the human _ body. 
Men and women should be taught the facts 
regarding the hygiene of living. They are 
so simple that a child can understand them, 
yet they are not known to most educated 
men, even though they tend to promote 
health and efficiency and in so doing in- 
crease the joys of living. 

Thomas Jefferson is credited with say- 
ing: “The present generation is already 
lost; teach the youth of the country,” and 
he founded a great university in his be- 
loved state of Virginia. Jefferson was 
partly right in this statement, because it 
is much more difficult to teach men and 
women, who sometimes have fixed ideas 
about many things in life. It is easier, 
however, to teach adults the rules of health, 
if one can get their attention, than it is to 
teach them to children; because exuberant 
youth does not feel the necessity of con- 
serving health and vitality, and while chil- 
dren learn easily, they do not always rea- 
son. The difficulty has been up to this 
time that physicians have not had the op- 
portunity of teaching personal hygiene ex- 
cept to the sick, when it is often too late 
to be of much value. In the last decade, 
however, men and women have begun to 
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learn that efficiency depends upon health, 
and that both can come only from right 
living. 

Physicians have a wonderful opportunity 
to teach the public generally regarding the 
hygienic sins that result in disease and in 
death; and it goes without saying that as 
a class they live up to their obligations. 
It is, therefore, to be expected that the pub- 
lic will receive the instruction, which it 
needs and desires, regarding the laws of 
personal hygiene which, when _trans- 
gressed, result in suffering and death. 


EDUCATING THE PUBLIC REGARD- 
ING THE DESPICABLE PRAC- 
TICE OF FEE SPLITTING 


Dr. W. A. Evans, a native of Mississippi, 
formerly Health Commissioner of Chi- 
cago, and now Health Editor of the Chi- 
cago Tribune, is serving the public in a 
large way by the preparation of articles 
on medical matters for lay readers. Re- 
cently he has contributed a _ series of 
timely articles to the Chicago Tribune 
which gives the public some information 
regarding the despicable practice of fee 
splitting. Thereis no question that 
such articles do good, because if a physi- 
cian or surgeon can not be stopped by los- 
ing the confidence and respect of his 
brother physicians, he can be made to be- 
come respectable when the public learns 
of the wiles of those nefarious traffickers 
of human lives known as fee-splitters. It 
has been suggested by the American Col- 
lege of Surgeons that this series of articles 
by Dr. Evans be reproduced in the news- 
papers throughout the country. 

The following is extracted from the first 
of Dr. Evans’ articles on fee splitting: 


WHAT IS FEE-SPLITTING? 


Wisconsin has had an anti-fee-splitting law 
for several years. As the old law proved unavail- 
ing, a new one has recently been placed on the 
statute books. 

Among other states having laws against fee- 
I do not know that 


splitting are Ohio and Iowa. 
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the legality of any of these laws has been passed 
upon by a supreme court. That is probably due 
to the fact that no great effort has been made 
to enforce them. At the present time we can say 
that in some states fee-splitting by medical men 
is illegal. In no state is it specifically legal. 

The American College of Surgeons, the Ameri- 
can Medical Association, and the various state 
and local medical societies have condemned fee- 
splitting by formal vote. It is evident that fee- 
splitting among medical men is not the custom, 
and that such of it as is done is condemned by 
medical organizations. It is practiced by only 
a small proportion of the operators, and they not 
of high standing. The proportion of family phy- 
— who peddle their patients is even smaller 
still. 

Should fee-splitting among doctors be _ illegal 
and condemned, while among lawyers and busi- 
ness men it is approved by law, custom, and pub- 
lic opinion? If so, why? Another question: 
Why is it discussed in this column? 

Fee-splitting among physicians should not be 
allowed to become the custom. hy? Because 
of the abuses to which it leads. 

How is it worked? The answer to this ques- 
tion shows some of the possibilities for abuse. A 
man consults a physician. The physician exam- 
ines him and tells him he needs an operation. 
The sick man asks who is to do the operation. If 
the fee-splitter has an understanding with some 
one as to his commission, he suggests the man. 
The probability is that he will say to the patient, 
“T expect to be running into the city about that 
time. I will take you in.”” When they reach the 
city, they see the operator together. The patient 
may be told that the home doctor is to assist at 
the operation. 

In the worst cases of this group, the home doc- 
tor arranges the amount of the fee, collects it, 
and pays the operator, relieving the patient of 
all those details. In some, the operator collects, 
saying nothing to the patient about any payment 
to the physician who came with him. The pa- 
tient can be certain that the family physician 
does not assist at the operation. An operating 
room organization arranges that each assistant 
shall have his work cut out for him. Team work 
is a necessity. Each assistant must know how to 
anticipate the next move of the operator. If an 
outside physician is allowed on the operating 
floor he may be permitted to put on a gown and 
stand close by, but he must not touch any instru- 
ment. The statement that the physician is paid 
for assisting can not be substantiated. 

If the physician has not established connection 
with fee-splitters and wishes to get a portion of 
the fee, he may tell his patient that he will find 
out who is the best man to operate on him. Mean- 
while, he may write for bids. The physician ai 
home generally has a suspicion as to which op- 
erators can safely be approached on the proposi- 
tion of splitting a fee. 

On the other side, operators in search of busi- 
ness sometimes send out letters in which pro- 
posals for fee-splitting are made. Within certain 
limitations, the fee-splitting operators know to 
whom, among the non-operating physicians, it 
is safe to send such a proposal. 
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When a patient asks his physician to select an 


. operator for him, he has a right to expect that 


the physician will give him the name of a thor- 
oughly capable man. More than that, he should 
expect the name of an operator who suits the cir- 
cumstances of his case best. If his physician is 
a fee-splitter, what he gets is the name of the 
fee-splitting operator with whom the physician 
has been able to make satisfactory terms. 

Should the patient learn the facts and ask the 
fee-splitting family physician to justify himself, 
the physician would explain that he was under- 
paid; that the operator was overpaid, and that 
he had a right to a sufficient portion of the fee 
to even up. His answer might satisfy a person 
easily satisfied. Furthermore, he would claim 
that the operator selected was competent. To 
select any other would be bad business policy. 


' This answer appears sound, and it, no doubt, 


would satisfy a person easily satisfied. 

But let us dig a little deeper and see if the 
facts disclosed by the digging help the fee-split- 
ter. The immediate answer to the fee-splitter is 
this: if fee-splitting is a justifiable transaction, 
then let those who practice it come right out in 
the open. Let the physician concerned tell the 
patient that the fee is to be split, and the basis 
on which it is split. 

Theoretically, this is a partial remedy, but, 
practically, it fails, because nobody will do it, or 
practically nobody. An open fee-splitter con- 
fesses his incompetence. What happens under 
the present method? The very competent op- 
erators do not split fees. They know they are 
competent and they get, and will get, the busi- 
ness which comes to them on a basis of merit. 
The operators who split fees are second and 
third grade operators. Therefore, a patient who 
is being disposed of by fee-splitters, among fee- 
splitters, may be certain that the best he can 
get is one of the best among the second or third 
grade men. He can be certain that he never has 
a chance to get the services of any high grade 
man, of any man good enough to get business on 
his merit alone. 

The first coil, then, Mr. Patient, is that you 
get at best a second grade man, though you pay 
the price of first grade service. 

An operation is not a light matter. Opera- 
tions are to be avoided where it is good judg- 
ment to avoid them. At best they are the lesser 
of evils. 

With the above statement in mind, what is 
your answer to the following questions? 

If physicians are bartering patients among 
fee-splitters as a commercial transaction, will 
eo unnecessary operations be the inevitable re- 
sult? 

If a physician diagnoses an infected appendix 
and sends the patient to a fee-splitter, is it not 
possible that the diagnosis will be confirmed, 
regardless of the condition found, and an opera- 
tion done? 

To summarize: 

The results of fee-splitting are several. The 
patient of the fee-splitter pays more for the 
service than the operator in the case is accus- 
tomed to receiving. The fee collected for like 
Service must satisfy two men, the operator and 
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the attending physician, as well as pay the ex- 
penses of the unnecessary attendance of the phy- 
sician on the trip to town. 

As a class, he is operated on by a man of little 
training and small experience, by a second rate 
man, unable to get business on an open, straight- 
forward, merit basis. He is in danger of being 
operated on needlessly, with danger to his life 
and health. 

The man who is cared for by the fee-splitter 


does net get a fair deal. That is a part of the. 


reason for this article. No physician can prac- 
tice fee-splitting without degenerating. In time 
he becomes known as a fee-splitter. That hurts 
his standing. It makes people suspicious of him, 
of his opinions and advice. Accepting or paying 
secret commissions reacts on the moral and 
mental tone of the physician. Acknowledging to 
himself that he gets business because he pays for 
it, he will not work as hard to perfect himself, 
and to keep abreast of the times, as he other- 
wise would. Fee-splitting is bad for the men 
who practice it. 


THE LOUISVILLE MEETING—IM- 
PORTANT ANNOUNCEMENTS 


For a number of years the Southern 
Medical Association has met during the 
second week in November, and all the 
plans for the 1920 sessions had been made 
for that date; but in July the Kentucky 
State Racing Commission did the unheard- 
of thing of changing the fall races from 
early in October to November 2 to 15, thus 
conflicting with the announced dates for 
our coming meeting. 

There are some good politicians among 
the doctors of Kentucky, all of whom are 
enthusiastic in their efforts to make the 
coming meeting of the Southern Medical 
Association a great success. Those able 
physicians and surgeons, who because of 
their attainments are men of affairs and 
influence in their State, could change any- 
thing else in Kentucky except a racing 
meet, which brings to Louisville more than 
twenty thousand visitors twice a year. If 
it affected Kentucky alone, the distin- 
guished doctors might have been able to 
change the date of the meet, but if this 
date is changed the time for the fall races 
from Canada to Cuba would have to be 
changed, because the same horses that race 
in Louisville also run in Toronto, Sara- 
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toga, Latonia, Lexington, New Orleans, 
Havana and other cities on the rac- 
ing circuit. Those who own the horses 
and others who are interested in racing 
have hotel reservations from season to 
season, so that today all the hotels in 
Louisville are booked full for the first and 
second weeks in November. 

The Louisville committee and the of- 
ficers of the Southern Medical Association 
felt that it would be unfair to the two 
thousand or more physicians who will at- 
tend the coming meeting of the Southern 
Medical Association for them to go to 
Louisville and be uncertain about hotel 
accommodations. The date therefore had 
to be changed. The first week in Novem- 
ber is election week, when the doctors elect 
the President of the United States, in ad- 
dition to putting into office many Senators 
and Congressmen. They could not be ex- 
pected to forego that prerogative even to 
attend the meeting of the Southern Med- 
ical Association. The last week in Octo- 
ber was considered, but that was found 
to be the date for the Chicago meeting of 
the Mississippi Valley Medical Associa- 
tion, in which many of the leading men in 
Louisville are interested, so that week had 
to be given up. Then it was decided to 
hold the meeting November 15-18, which 
is just one week later than the date pre- 
viously announced. 


NOVEMBER 15-18 


The changed time of the meeting seems 
best after all, and the progressive doctors 
of the sixteen Southern states will be 
there to learn from their brother practi- 
tioners of the recent advances in the sci- 
ence and practice of all the branches of 
medicine and surgery. These earnest doc- 
tors, who attend these meetings year after 
year for the purpose of bringing back to 
their work new ideas by means of which 
they may give the best of service to their 
patients, do not go for entertainment, and 
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lack of creature comforts would not keep 
them from going. They will go to Louis- 
ville the third week in November for what 
they will get out of the meeting, but they 
will also enjoy the delights of Kentucky 
hospitality. 

November 15-18, the dates for the meet- 
ing of the Southern Medical Association, 
will be home-coming week for the doctors 
who were born, or who were educated in 
Kentucky. The six medical colleges, 
which consolidated to make one great 
school, the Medical Department of the Uni- 
versity of Louisville, have about ten thou- 
sand alumni, most of whom are practicing 
in the South. Many of these men will go 
‘back the third week in November to visit 
the familiar scenes of their college days, 
and to see the great institution which is 
now their alma mater. 

Vanderbilt, the University of Tennes- 
see, the University of Virginia, Tulane, 
Johns Hopkins, the Atlanta Medical Col- 
lege and other medical schools are also 
arranging for reunions and dinners for 
their alumni, so that the meeting of the 
Southern Medical Association will be a 
delightful as well as most profitable out- 
ing for the wise and favored ones who 
can attend. 


HOTEL RESERVATIONS 


It might be well to mention that it 
would be best for those who expect to at- 
tend the November meeting of the South- 
ern Medical Association to make their ho- 
tel reservations early. The hotels in 
Louisville, as in other cities during con- 
ventions, insist upon reserving rooms only 
when there are two who will room to- 
gether. 

The meetings of the Southern Medical 
Association are enjoyed most when doc- 
tors take their wives with them, or at 
least there will be fewer explanations when 
a man gets back home if he has his wife 
with him; so that every year more and 
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more doctors are taking their “better 
halves” with them. Doctors who are for- 
tunate enough to enjoy the blessing of 
matrimony, therefore, are advised to take 
their wives to Louisville; and those bach- 
elors and married men who have to travel 
alone are urged to select a congenial doctor 
friend for a room mate during the Louis- 
ville meeting and to write now for hotel 
reservations. There is no need for any 
doctor to remain at home for fear that he 
will not be comfortable at Louisville. A 
city that cares for more than twenty thou- 
sand visitors during the spring and fall 
races will have no difficulty in taking care 
of the two thousand or more physicians 
who will attend the meeting of the South- 
ern Medical Association, November 15-18. 

On page 620 of this issue will be found 
a list of Louisville hotels, their location 
and rates, section hotel headquarters, and 
the Louisville plan for taking care of her 
guests. 


THE SCIENTIFIC EXHIBITS AT THE 
LOUISVILLE MEETING 


The meetings of the Southern Medical 
Association have demonstrated that within 
the sixteen Southern states there are just 
as able and as scientific men in all the 
various branches of medicine as can be 
found in the whole world. The Southern 
Medical Association does not claim to be 
in any way responsible for the scientific 
spirit that pervades the medical men in 
the territory which it represents, though 
every year at its annual sessions it is be- 
coming more and more the clearing house 
through which the advances in medicine 
and surgery are made known to the med- 
ical profession; while through its monthly 
JOURNAL it is disseminating information 
regarding the progress in the science and 
practice of medicine that is said to be most 
helpful to the physicians of the South. 
Heretofore the section sessions have been 
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the principal attractions at the meetings 
of the Southern Medical Association; but 
at Louisville the scientific exhibits will 
prove an innovation which will be most 
interesting and helpful in demonstrating 
the work that is being done in the various 
medical centers of the South. 

The Louisville Armory has quite the 
most attractive and the largest exhibit 
hall that has ever been tendered the South- 
ern Medical Association. There is enough 
space in it for a scientific exhibit that will 
be worth the trip to Louisville to see by 
any physician from any part of the South; 
and those in charge hope to get together 
the material that will be of interest to 
every medical man who attends the meet- 
ing. Already those who are engaged in 
research work in various colleges and hos- 
pitals in the South are manifesting an in- 
terest in the scientific exhibits that augurs 
well for the success of that feature of the 
meeting. 

One of the objects of the Southern Med- 
ical Association is to foster the spirit of 
scientific and research work among its 
members. Some years ago it offered a 
medal for original and especially merito- 
rious research work. This medal has been 
awarded to several distinguished physi- 
cians and surgeons in the South. It is an 
honor that is prized by those who have re- 
ceived it. In order to further show its in- 
terest in the progress of medicine, the 
Council of the Southern Medical Associa- 
tion now proposes to offer three additional 


medals at the Louisville meeting—one for _ 


the best exhibit by a state, county or mu- 
nicipal board of health; one for the best 
exhibit from a medical school; and one 
for the best exhibit by an individual phy- 
sician. It is understood that these exhibits 
must come from within the territory of 
the Southern Medical Association. Any 
physician who would like to have a scien- 
tific exhibit at Louisville will please com- 
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municate with the Association office. 


There will be ample space for all those 
who desire to demonstrate to the physi- 
cians from sixteen states the work they 
have been doing; and the scientific exhib- 
its will surely be one of the most attractive 
features of the Louisville meeting. The 
Council, at its session on Tuesday morn- 
ing, will select the committee to judge 
these exhibits and the awards will be 
made at the last general session Thurs- 
day. 


HOTELS FOR THE LOUISVILLE MEETING 


The Louisville Committee on Hotels announce 
the following hotels and hotel headquarters for 
the fourteenth annual meeting of the Southern 
Medical Association November 15-18. They sug- 
gest that those contemplating attending make 
hotel reservations early. And they emphasize 
the fact that the Louisville hotels, as in other 
cities during conventions, will make reservations 
only with the understanding there are to be at 
least two in a room. 


SEELBACH HOTEL, Fourth and Walnut Sts. 


General hotel headquarters; hotel headquarters 

for Section on Medicine, Section on Pediatrics, ° 

Southern Gastro-Enterological Association, and 

Conference on Medical Education. 

Single room, $2.50-$3.00. 

Double room, $4.00-$4.50. 

Single room with bath, 
$7.00. 

Double room with bath, 
$9.00. 


$3.00-$4.50-$5.00-$6.00- 
5.00 -$6.50-$7.00-$8.00- 


HOTEL HENRY WATTERSON, Walnut St., between 
Fourth and Fifth. 
Hotel headquarters for Section on Eye, Ear, 


Nose and Throat, Section on Urology, Section 
on Orthopedic Surgery, and Section on Roent- 
genology. 

Single room, $1.75-$2.50. 

Double room, $3.00-$4.00. 

Single room with bath, $2.50-$6.50. 

Double room with bath, $3.50-$7.00. 


TYLER HOTEL, Third and Jefferson Streets. 
Hotel headquarters for Section on Surgery and 
Southern States Association of Railway Sur- 
geons. 

Single room with bath, $2.50 up 
Double room with bath, $4.00- 36. 00. 


LOUISVILLE-OLD INN HOTEL, Sixth and Main Sts. 


Hotel headquarters for Section on Public Health 
and National Malaria Committee (Conference 
on Malaria). 
Single room, 
Double room, 
Single room with bath, 
Double room with bath, 


HOTEL KENTON, Walnut St., 
Fifth. 


$1.50-$3.50. 

$2.50-$4.50. 
$2.00-$6.00. 
$3.59 up. 


between Fourth and 


Single room, $1.50-$4.00. 
Double room, 
Single room with bath, 
Double room with bath, 


$2.50-$6.00. 
$2.00-$6.00. 
$3.50 up. 


HERMITAGE HOTEL, 543-545 South Fifth St. 


Single room, $1.50 up. 

Double room, $2.00 up. 

Single room with bath, $2.00 up. 
Double room with bath, $3.00 up. 


WILLARD HOTEL, Center and Tefferson Sts. 
Without bath, $1.50. 
With bath, $2.00-$2.50. 

VICTORIA HOTEL, Tenth and Broadway. 


Single room, $1.50. 

Double room, $2.50-$4.00. 
Single room with bath, $2.50. 
Double room with bath, $4.00. 


Working in connection with the Hotel Commit- 
tee of the Jefferson County (Louisville) Society 
is the Louisville Convention and Publicity League, 
and they promise to see to it that every guest 
coming to Louisville for this meeting has com- 
fortable quarters. When a request for reserva- 
tion comes to any of these hotels and the hotel 
happens ,to be booked full, they immediately turn 
the letter or telegram over to the Convention and 
Publicity League, and the League then gets in 
touch with another hotel to make the reservation; 
and when all the hotels are full, if such should 
be the case, then the League arranges accommo- 
dations at a good rooming house or in a private 
home. 

The housing work of the Convention and Pub- 
licity League is well organized. It has a com- 
plete record of every available room in the city, 
and is making up a special list for the Southern 
Medical Association, because many of the better 
homes having a spare room that is not available 
for the average convention, are being thrown 
open for our meeting if necessary. The Conven- 
tion League will have its corps of workers at the 
Southern Medical Association General Headquar- 
ters at the Armory, Walnut Street, between Sixth 
and Seventh Streets, all day and until midnight 
each night, and it promises to find promptly a 
comfortable room for every doctor that may come 
even if he does not have a reservation and the 
hotels are full. 

Remember that Louisville takes care of more 
than twenty thousand visitors during the spring 
and fall races, so there is no need to fear not 
having a comfortable place to stay. Whether 
you have a reservation or not, come on, for the 
Committee guarantees you comfortable quarters. 


Southern Medical News 


ALABAMA 

Surgeon General Cumming, U. 8S. Public Health 
Service, after an inspection of the quarantine facilities 
at the Port of Mobile will recommend the erection of 
a new quarantine station in the outer harbor of Mo- 
bile Bay. 

Dr. G. H. Smith and Miss Annie Merle Farrar, both 
of Blocton, were married June 16. 

Dr. W. C. Gewin, Birmingham, was elected President 
of the Chattahoochee Valley Medical and Surgical 
Association at its twentieth annual meeting at Warm 
Springs, Ga., July 13-14. 


ARKANSAS 

Dr. E. H. Martin, Hot Springs, 
mation of the Martin Clinic as follows: Dr. EB. H. 
Martin, chief of clinic; Dr. EK. A. Purdum, medicine; 
Dr. W. G. Klugh, neurology; Dr. G. C. Coffey, urology; 


announces the for- 
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Dr. W. F. Porter, gastrology; Dr. W. C. Minnich, 
surgery; Dr. M. T. Edgerton, ophthalmology; W. J. 
Ford, roentgenology; and L, M. Runskegqitz, clinical 
pathology, 

Dr. William E. McLean has been made Health 
Onicer of Little Rock, vice Dr. Robert C. Foster, re- 
signed. Dr. Foster has been appointed Passed Assist- 
ant Surgeon, U. 8. Public Health Service, and sta- 
tioned at Houston, Texas. 

Dr. Octavius L, ‘Williamson, Marianna, has been ap- 
pointed a member of the State Board of Health, vice 
Dr. Charles M, Lutterloh, Jonesboro, deceased. 

Deaths 

Tr. Klijah H. Hesterly, Cerro Gordo, aged 47, was 
drowned June 19 when fording Little River. 

Dr. Sanford Reamey, Hot Springs, aged 92, diced 
June 19. 

Dr. Frank M. Owens, Remmel, aged 45, died March 
25 from cerebral hemorrhage at Amagon. 

Dr. James F, Bell, Lonoke, aged 65, died May 21. 

Dr. Thomas H. Bowles, Dumas, aged 65, died May 22. 


DISTRICT OF COLUMBIA 
The annual meeting of the Southern Railway Sur- 
geons Association was held in Washington early in 
June. Dr. William A. Applegate was elected President 
and Mobile chosen for the 1921 meeting. 


FLORIDA 
Deaths 

Dr. W. R. O. Veal, Martel, aged 80, died March 10 
from acnte cystitis. 

GEORGIA 

The Medical Association of Georgia held its eighty- 
ninth annual session in Macon early in May. ‘The fol- 
lowing are the new officers: President, Dr. HKdward 
T. Coleman, Graymont; Vice-Presidents, Dr. Theodore 
E. Oertel, Augusta, and Dr. Fred L. Webb, Macon; 
Secretary-Treasurer, Dr. Allen H. Bunce, Atlanta. 

The Chattahoochee Valley Medical and Surgical Asso- 
ciation held its twentieth annual meeting at Warm 
Springs, Ga., July 13-14. 

Brooks County, Telfair County and Walker County 
have adopted the Ellis Health Law. 

Dr. Landrum J. Page, Dublin, has been elected Com- 
inissioner of Health of Hart County (Hartwell). 

Dr. R. L. DeSaussure, Rome, Commissioner of 
Health of Floyd County, has resigned to accept a simi- 
lar position in Glynn County (Brunswick). 

Dr. W. H. Bryan, Pavo, has been elected Commis- 
sioner of Health of Bartow County (Cartersville). 

Dr. R. W, Todd, Brunswick, Commissioner of Health 
of Glynn County, has resigned to accept a similar po- 
sition in Cobb County (Marietta). 

Dr. R. A. Herring, Milledgeville, Commissioner of 
Health of Baldwin County, has resigned to accept the 
position of Health Officer, Wilmingham, N. C. 

Dr. H. F. Pope, LaFayette, has resigned as Commis- 
sioner of Health of Walker County, and Dr. J. A. John- 
son, Millen, has been elected to fill the vacancy. 

Dr. S. P. Kenyon, Dawson, and Miss Lucile Hooper, 
es were married June 16. 

Dr. ¢. Johnson and Miss Alice Anderson, Atlanta, 
were June 22, 

Deaths 

Dr. James M. Moore, Marietta, aged 72, died June 23. 

Dr. Marion T. Davis, Atlanta, aged 51, died June 26. 

Dr. Guy L. Bush, Atlanta, aged 36, died June 7 . 

5 . William B. Conway, College Park, aged 71, died 
ulv 

Dr: ALR: Avant, Savannah, aged 63, died June 7 

from uremia. 

Dr. Charles P. Holmes, Fort Gaines, aged 59, died 
May 31 from acute gastritis. 


KENTUCKY 

In a report to the Jefferson County Medical Society, 
by « special committee of which Dr. Virgil E. Simpson 
is chairman, it is shown that Louisville, while amply 
provided with beds for the sick poor, is very inade- 
quately provided with beds for pay patients. Plans 
are under way for the erection of an interdenomina- 
tional hospital to take care of this situation 

Dr. J. C. Sullivan, Mayfield, First Assistant Physi- 
cian, and Dr. T. B. House, Second Assistant at the 
Kentucky Hospital for the Insane, have re- 

nec 
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Dr. F. A. Stine, Newport, has been appointed to 
the State Board of Health to fill the unexpired term 
of Dr. I, A. Shirley, Winchester, deceased. 

Dr. Isaac H. Brown, Winchester, has been appointed 
surgeon for the L. & N. to fill the vacancy caused by 
the death of Dr. I. A. Shirley. 

At the annual meeting of the Henry County Medical 
Society, held late in May, the following officers were 
elected: President, Dr. W. W. Leslie; Vice-President, 
Dr. W. F. Asbury; Secretary-Treasurer, Dr. W. B. 
Oldham, 

At the annual meeting of the Marshall County Medi- 
eal Society the following officers were elected: Presi- 
dent, Dr. W. TT. Little; Vice-President, Dr. H. 1. 
Hughes; Secretary-Treasurer, Dr. KE. D. Covington. 

At the annual meeting of the Magoffin County Medi- 
cal Society the following officers were elected: Presi- 
dent, Dr. D. R. Skaggs; Vice-President, Dr. W. C. 
Connelley; Secretary-Treasurer, Dr. M, M. Price. 

At a called meeting held in Falmouth the Pendleton 
County Medical Society was reorganized and the fol- 
lowing officers elected: President, Dr. T. C. Nichols; 
Vice-President, Dr. O. W, Brown; Secretary, Dr. W. A. 
McKenney. 

Dr. C. A. Wright has moved from Cayce to Fulton. 

Dr. Oliver H. Kelsall and Miss Dorothy May Dietz- 
mann, both of Louisville, were married June 22, 


Deaths 
P Dr. Abri iham J. Keightley, Louisville, aged 72, died 

une 7. 

Dr. Julius B. Thomas, Smith’s Grove, aged 79, died 
May 13 from uremia. 

Dr. Jefferson D. Taylor, Louisville, aged 58, died 
July 3 from pernicious anemia. 

Dr. William IL. Nuttall, New Castle, aged 75, died 
the latter part of June from wounds inflicted by his 
insane brother-in-law. 

Dr. Robert J. Thompson, Versailles, aged 73, died 
June 22. 


LOUISIANA 

Dr. J. George Dempsey, New Orleans, in charge of 
the Tuberculosis Bureau of the City Board of Health, 
has resigned to become Statistician of the State Board 
of Health. 

Dr. Clarence Pierson, Superintendent of the East 
Louisiana Hospital for the Insane at Jackson for the 
past fifteen years, has resigned. 

Dr. J... ME Thuringer has resigned his position as As- 
sistant Professor of Anatomy at Tulane. 

Dr. William Sheppegrell, New Orleans, was recently 
elected President of the Louisiana Federation of Cath- 
olic Societies. 

Dr. John D. Frazar, DeRidder, has qualified as 
Sheriff of Beauregard Parish. 

Dr. Jacob W. Newman, New Orleans, is the new 
President of the Louisiana Commission for the Blind. 

Dr. James L. Locascio and Miss Olga Marie nen 
both of New Orleans, were married June 23. 

Deaths 

Dr. Philip Asher, New Orleans, aged 53, died July 5 
at Touro Infirmary after a long illness. 

Dr. Charles McVea, Baton Rouge, aged 51, died July 
5 from chronic interstitial nephritis. 

* ini Henry S. Bennett, Jonesville, aged 40, died June 


a Eugene L. Henry, Lecompte, aged 46, died July 7. 
Dr. John H. Ellis, New Orleans, aged 54, died June 
2 from uremia. 


MARYLAND 

Dr. H. R. Carter, Assistant Surgeon General, U. S. 
Public Health Service, superintendent Marine Hospital, 
Baltimore, sailed for Pieta, Peru, on June 19 to engage 
in sanitary work for the Peruvian Government with 
special reference to yellow fever and bubonic plague. 

Dr. Carl M. VanPoole, Mount Airy, has been named 
local surgeon for the Baltimore and Ohio Railroad. 

Dr. Dwight H. Mohr, Baltimore, has been named 
Chief Police Surgeon, succeeding Dr. T. H. Athey. 

Dr. Herman Gailey, Baltimore, and Miss Mary Eliz- 
abeth McConkey, York, Pa., were married June 17. 

Deaths 

Dr. Daniel E. Stone, Jr., Emmittsburg, aged 44, died 
June 13 in the Frederick City Hospital following an 
operation for appendicitis. 

Dr. Robert J. Henry, Glyndon, aged 74, died June 7 
from paralysis, 
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MISSISSIPPI 

The physicians and dentists of Crystal Springs have 
purchased the Chautauqua grounds near that city fora 
consideration of $12,000 and will make it a summer 
play ground for themselves and families. 

Deaths 

Dr. William P. Patterson, Beauregard, aged 82, died 
May | from senile debility. i i 

Dr. James O. Wood, Rio, aged 72, died April 4 from 
disease of the kidney. 


MISSOURI 


Dr. George M. Boteler, St. Joseph, has been ap- 
pointed City Health Officer, vice Dr. H. DeLamater, 
resigned, to become Health Officer of Norfolk County, 
Virginia. 

Dr. Frank Ignatius Stuart, Independence, and Mis: 
Minnie Ruth McLaughlin, Monticello, lowa, were mir- 
ried June 29. 

Dr. William L. Gist, Kansas City, has been appointed 
superintendent of the Kansas City General Hospital, 
vice Dr. A. W. Thompson, resigned. ' ; 

Dr. Roy R. Haley and Miss Mary Katherine Erwin, 
both of Brookfield, were married June 28. ‘ 

Dr. James W. Bruton, Ozark, has been appointed 
State Deputy Health Commissioner. 

Dr. G. Canby Robinson, St. Louis, President of the 
Missouri Association for («cupational Therapy, has re- 
signed and Dr. Malvern B. Clopton, St. Louis, elected 
as his successor. 

Dr. Porter E. Williams, St. Joseph, has been ap- 
pointed Superintendent of State Hospital No. 2. ; 

Dr. William A. Clark has been appointed Chief of 
Staff, and Dr. Lawrence D. Enloe, Secretary of St. 
Mary’s Hospital, Jefferson City. 

Deaths 

Dr. Otto E. Forster, St. Louis, aged 61, died May 17 
from heart disease. 

Dr. Fred B. Abbott, St. Louis, aged 36, died Jtine 
20 at the U. S. Army Hospital at Oteen, near Ashe- 
ville, N. C., from lung trouble contracted from being 
gassed while in active service in France. 

Dr. Albert H. Wolff, Joplin, aged 45, died at Los 
Angeles, Cal., the latter part of June. 


Dr. Adolph Alt, St. Louis, aged 69, died June 2s 
from heart disease. 
Dr. George T. Northcutt, Seligman, aged 54, died 


May 18 from cerebral hemorrhage. 

Dr. Osear H. Fischer, St. Louis, aged 44, died June 
14 from celebral hemorrhage. 

Dr. Joseph Burton Connell, Kansas City, aged 64, 
died in a sanatorium in Jacksonville, llI., June 1S. 

Dr. William H. Price, Carterville, aged 79, died 
June 14. 

Dr. Grant Newton, Dexter, aged 52, died June 14 
from dropsy. 

Dr. James C. Stewart, Kansas City, aged 69, died 
June 21 from the effects of roentgen-ray burns. 

Dr. George J. Pickenpaugh, Unionville, aged 64, died 
June 9. 
Dr. Joseph P. Fitzpatrick, St. Louis, aged 52, died 
July 4. 

Dr. Harry LaRue, Dexter, died May 27 
from cerebral hemorrhage. 


NORTH CAROLINA 


Dr. Charles E. Lowe, Wilmington, has resigned his 
position as Health Officer of New Hanover County. 
He will be succeeded by Dr. R. A. Herring, of Mil- 
ledgeville, Ga. 

Dr. Wiley W. Johnston, Winston-Salem, and Miss 
Bess Swearingham, Charlotte, were married June 10. 

Out of the profits of Grove Park Inn, Asheville, the 
finest resort hotel in the world, the owner recently an- 
nounced he will construct and maintain in Asheville a 
modern hospital for the treatment of crippled children 
of America. It is to be located on Sunset Mountain, 
near the Inn. Dr. W. P. Herbert, Asheville, will be 
Chief of the Medical Staff, and will be assisted by a 
staff of specialists, all giving their services gratis. 

The State Board of Health reports for the month of 
June show the smallest number of typhoid fever cases 
since accurate statistics have been kept. For the 


aged 52, 


whole month 152 cases were reported, against 432 for 
June of last year, a reduction this year of 280 cases. 
operating 


Fire originating near the room of the 
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James Walker Memorial Hospital, Wilmington, greatly 
damaged the building on June 22 and for a time threat- 
ened to destroy the whole structure. All patients were 
removed uninjured. Total damage approximately 
$25,000. 
Deaths 

Dr, Paul O. Owsley, Asheville, aged 46, died July 8, 

Dr. Ivey G. Riddick, Raleigh, died recently from 
carcinoma of the throat. 


OKLAHOMA 
Dr. Fired H. Clark, El Reno, has move to Oklahoma 
City. 
Dr. Charles T. C. Buckner, Capt. M. C., U. S. Army, 
Fort Sill, Okla., and Miss Mildred Alston Lee, Mont- 
gomery, Ala., were married June 17. 


Dr. Daniel S. Lee, Guymon, and Miss Lillian Erline 
Willoughby, Liberal, Kan., were married May 

Dr. Lee W. Cannon, Enid, has announced he will be 
i candidate for the State Senate on the Democratic 
ticket. 

Dr. Dewitt Stone, Sayre, and Mrs. Lene Castleberry, 
Klk City, were married June 5. 

Dr. B. J. Plunkett, Duncan, was knocked down by 
an automobile and seriously injured recently, 

, i a O. Early, Ardmore, moved to Oklahoma City 
July 1. 

Dr. A. G. Hunt, Howe, and Miss Bessie Taylor, Cam- 
eron, were married May 16. 

Dr. EK. E. Waggoner, Pawnee, in making a run for 
second base in the Fats vs. Leans baseball game sus- 
tained a fracture of bones of the leg. 

Dr. C. Cantrell, Healdton, was injured seriously 
when his car turned over. In the car with him were 
three members of his family, who were also injured. 

Muskogee will be one of the clinical centers for dis- 
ibled beneficiaries of the War Insurance Act, accord- 
ing to an announcement of the U. S. Public Health 
Service. 

Dr. C. L. Reeder, Tulsa, Director of the Venereal 
Diseases Control Clinic, has taken steps looking to the 
establishment of an isolation hospital for venereal 
cases. 

Dr. Elizabeth Elva Lehmer, Oklahoma City, enjoys 
the distinction of being the first woman ever granted 
the degree of Doctor of Medicine in Oklahoma. She 
graduated in the class of 1920 and will serve as interne 
aut St. Anthony Hospital. 

Dr. Joseph T. Antony, Ardmore, and Miss Evelyn 
Whitehead, Springfield, Mo., were married in April, 
but did not announce the fact until Miss Whitehead 
completed her nurse's course in the Southwestern Hos- 
pital, Ardmore, 

Dr. A. R. Lewis, State Commissioner of Health, in 
his annual report, recommended an appropriation by 
the State to pay for operations on children whose 
parents were unable to bear the expense. Dr. Lewis 
has had a survey made of the children in the elee- 
mosynary institutions to ascertain if minor operations 
would not improve their condition and makes his rec- 
ommendations upon the finding of this survey. He 
argues that by preventive treatment now the State 
will be relieved eventually of the care of these people. 

Deaths 

Dr. Evans Scott, Holdenville, aged 85, died recently. 

Dr. C. D. Ferguson, Oklahoma City, died at Corpus 
Christi, Texas, June 11 following an illness of severil 
vears. 

SOUTH CAROLINA 

With the completion of the large addition to the new 
City Hospital at Greenville, Dr. Joseph Arsonson has 
been placed in charge as superintendent. . 

The Eighth District Medical Association met in 
Allendale early in July. New officers elected were: 
President, Dr. J. S. Palmer, Allendale; Vice-President, 
Dr. J. R. McCormack, Olar; Secretary-Treasurer, Dr. 
G. W. I. Loadholt, Fairfax. 

Dr. C. E. Smith after three years in Columbia as 
City Health Commissioner has returned to Greenville 
to resume his work as Health Commissioner for Green- 
ville, having been elected to that position several weeks 
previous. Dr. Smith succeeds Dr. W. W. Richards, 
resigned. 

The State Sinking Fund Commission has sold the old 
South Carolina Medical College Building, Charleston, 
for $12,000. 


(Continued on page 36) 


— 
; Dr. W. F. Griffin, Greenfield, has moved to Watonga, 
7 Dr. J. E. Hollis, Snyder, has moved to Altus. 
q 
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Cascara Aromatic S & D 


grows in professional favor solely on the score of 
merit. Smaller dose—more palatable—it never 
gripes. 


We confidently court critical clinical cascara com- 
parisons. 


At most leading drug stores. 


SHARP & DOHME 


LET 
P-M CO.PHARMACEUTICALS 


be your choice whenever you want true drug action via the Gastro-Intestinal route. 


Our products are true to name and represent the most potent and active formulae that 
careful selection, careful testing, careful manipulation and careful study of the com- 
position of the different preparations allow. 


They meet your requirements for a means of supplying medication to the particular 


patient; being easily administered because of their palatability and appearance. Our 
twenty years of endeavor have been directed toward the manufacture of the best in 


Pharmaceuticals of 


Did we get your request for our new, up-to-date catalogue? 


PITMAN-MOORE COMPANY 


PHARMACEUTICAL & BIOLOGICAL CHEMISTS 
INDIANAPOLIS U.S.A. 


i 
ae 
| 
| 
4 


36 


SOUTHERN MEDICAL JOURNAL 


August 1920 


SAVE MONEY ON 


YOUR X-RAY 


Get our price list and discounts on quantities before you 
purchase 

HUNDREDS OF DOCTORS FIND WE SAVE THEM FROM 

104% TO 259, ON X-RAY LABORATORY COSTS. 
AMONG THE MANY ARTICLES SOLD ARE: 

X-RAY PLATES. Three brands in stock for quick ship- 

ment. PARAGON Brand, for finest work; UNIVERSAL 
Brand, where price is important. 


X-RAY FILMS. Duplitized or Dental—all standard sizes. 
Eastman, Ilford or X-ograph metal backed. Fast or slow 
emulsion. 


BARIUM SULPHATE. For stomach work. Finest grade. 
Low price. 

COOLIDGE X-RAY TUBES. 5 styles, 10 or 30 millamp.- 
Radiator (small bulb), or broad, medium or fine focus, 
large bulb. Lead Glass Shields for Radiator type tubes. 

DEVELOPING TANKS. 4 or 6 compartment, stone tanks, 
These will end your dark room troubles. 5 sizes of En- 
ameled Steel Tanks. 

DENTAL FILM MOUNTS. Black or gray cardboard with 
celluloid window or all celluloid type, one to eleven film 
openings. Special list and samples on request. Price in- 
cludes imprinting name and address. 

DEVELOPER CHEMICALS. Metol, Hydroquinone, Hypo, ete. 

INTENSIFYING SCREENS. Patterson, TE, or celluloid- 
backed screens. Reduce exposure to 14th or less. Double 
screens for film. All-metal cassettes. 

— GLOVES AND APRONS. (New type glove, lower 
priced, ) 

FILING ENVELOPES with printed X-ray form. 
plates.) Order direct or through your dealer. 

If You Have a Machine Get Your 

Name on our Mailing List. 


GEO. W. BRADY & CO. 


780 So. Western Ave. CHICAGO, Ill. 


(For used 


(Continued from page 622) 


The Columbia Medical Society held a Clinic Day in 
Columbia June 8. There were more than 150 surgeons 
from over the State in attendance. 

Dr. Elizabeth S. Van Duyne, who has been Resident 
Physician and Professor of Physiology and Hygiene at 
Converse College, Spartanburg, will next year hold a 
similar position with Goucher College, Baltimore. 

The Medical College of the State of South Carolina 
held its annual commencement, Charleston, June 3, 
when degrees were conferred on a class of fourteen. 
The following faculty changes were announced: Dr. 
J. P. Richardson, instructor in clinical pathology; Dr. 
J. J. LaRoche, instructor in medicine; Dr. M. W, 
Beach, instructor in pediatrics; Dr. H. S. Mustard, in- 
structor in medicine; Dr. H. P. Jenkins, Jr., assistant 
in obstetrics, and Dr. William Rhett, assistant in pe- 
diatries. Dr. Harry E. Levit won the Blease medal 
and the college cup for honor graduate in medicine. 

Deaths 

Dr. Edward B. Smith, Marion, aged 
25 at Centenary from senile asthenia. 

Dr. T. E. Rhame, Clinton, aged 
from injuries sustained from «a fall 
driven bicycle. 

Dr. John Lyon, Greenwood, aged 46, died June 21. 


81, died May 


46, 
from 


died July 11 
his motor 


TENNESSEE 

The Pulaski Academy of Medicine held a reorgan- 
ization meeting at Pulaski on June 25 and elected the 
following officers: President, Dr. R. E. Warren; Vice- 
President, Dr. A. J. Lancaster; Secretary-Treasurer, 
Dr. G. C. Grimes, 

Actual work on the first unit of the new Vanderbilt 
University Medical School will be under way betore 
September 1 and rushed to completion, according to an 
announcement by Dr. G. Canby Robinson, Dean. The 
first unit comprises Galloway Hospital, the laboratory 
for pathology and nurses’ home, and it is thought they 
will be completed by September, 1921. The hospital 
will contain 286 beds. The construction of the re- 


(Continued on page 38) 


the equivalent of blood is required. 


be recommended. 


tubes to customers. 


DR. WILLIAM KRAUSS’ 
Physicians’ Laboratory 


SHIPPING ADDRESS: GOODWYN INSTITUTE 
MAIL ADDRESS: DeSOTO STATION 


MEMPHIS, TENN. 


THE DIAGNOSIS OF TYPHOID FEVER 
During the first week—BLOOD CULTURE 


Send for Judson-Simon tube when you have a case; not to be kept on hand. 
After that—URINE or FECES culture. 
nosis by the DREYER method for the three typhoids—half cc of serum or 


In the face of so much bacterin therapy, the old Widal test can no longer 


REGULAR WASSERMANNS daily, with 3 antigens and amboceptor con- 
trol; detects weak positives and eliminates non-specific reactions. Keidel 


The next choice is the sero-diag- 
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The control of 


Rheumatic Pain 
by the application of 


K-Y ANALGESIC 


(“The Greaseless Anodyne’’) 


Headache 
and Neuralgia 


are relieved by the rub- 
bing in of 
K-Y ANALGESIC 
“The Greaseless Anodyne” 
“A safe, 
harmless way 


that works | 
most of the time” 


will be found a valu- 
able adjunct to your 
internal treatment. 
Repeat as often as 
necessary. Al- 
ways wash off 
previous appli- 
cation 


see 4 ANALGESIC 


this Journal 


In Your Last Effective 
Confinement Tear Surgical Lubrication 


what would you have given to have had a 


is assured by the use of 


K-Y LUBRICATING JELLY 
Obstetrical Suture 
(Chromic Catgut) Contains no grease, soluble in water, 
in your bag > easily removed, does not stain the skin 
tear? and emollient. 


these sutures from Samples on request 
N Mention this Journal 
io samples NEW BRUNSWICK, N. J. U.S.A. 
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Don’t Throw Away 


them to us 


back. 
The cost is small. 


53 Walton St. 


HOSPITAL FURNITURE and 
SURGICAL SUPPLIES 


Old Surgical Instruments 


INSTRUMENTS REPAIRED—RENICKELED—SHARP- 
4 ; ENED - MADE OVER--LIKE NEW 


Do not throw away any instruments—send 


You will be surprised as well as pleased 
with your instruments when we send them 


THE SURGICAL SELLING CO. 


Atlanta, Ga. 


| Bristol to build a hospital for the negroes. 


(Continued from page 36) 


mainder of the plant will go on as rapidly as possible. 
It is said the hospital, dispensary and other buildings 
will have no superior anywhere. The plant will re- 
quire an expenditure of $4,000,000. Reorganization of 
the medical school will not take place until 1971, 

An addition to the Protestant Hospital, Nashville, 
to cost $300,000 is proposed, and funds are being raised 
for its construction. 

The State Board of Medical Examiners met in an- 
nual esssion at the Maxwell House, Nashville, July 5. 

Dr. Thomas F. Staley, Bristol, has opened a four- 
teen-room eye, ear, nose and throat infirmary. 

Dr. E. B. Wise has been appointed Director City 
Health Department of Chattanooga, vice Dr. Stanton 
H. Barrett, resigned. 

The annual meeting of the Middle Tennessee Medici] 
Association was held in Centerville recently. Dr. John 
H. King, Nashville, was elected President. 

A campaign for $15,000 is soon to be launched in 
who has been in the 


Dr. Milton Wiggins, Paris, 


| Army, has returned to resume his practice. 


Deaths 


Dr. William L. Walker, Centerville, aged 74, died in 
Nashville June 23, a few days after an operation for 
gallstones, 

Dr. Sinclair D. Gervais, Niles, aged 80, died March 3 
from pneumonia. Dr. Gervais was an Assistant Sur- 
geon in the Confederate Army. 

Dr. Eugene A. Neely, Memphis, aged 57, died June 
30 at Lonoke, Ark. 

Dr. Karl A. G, Sundstrom, Chattanooga, aged 35, who 
Was undergoing reconstruction at U. S. General Hos- 
pital, Oteen, N. C., died in that hospital June 1. 

Dr. Xavier B. Haynie, Gallatin, aged 72, died June 11, 


TEXAS 


The Dallas County Medical Society gave a banquet 
recently to Dr. I. C. Chase, Fort Worth, President of 


(Continued on page 40) 


Allen H. Bunce, A.B., M.D. 


wired upon request. 


Director Pathological Dept. 


THE WASSERMANN TEST 


“I can not urge too strongly upon the profession the necessity for 
submitting material for this test to well-qualified serologists if reliable 


—Charles F. Craig, M.D., Col., M.C. U.S.A. 
The Wassermann Test, Mosby, St. Louis. 


We perform these tests every day in the week except Sunday. Reports 


results are to be obtained.” 


Laboratories of Drs. Bunce and Landham 
ATLANTA, GEORGIA 


Fee lists and containers for pathological specimens and information 
in reference to X-Ray work furnished upon request. 


Address 


DRS. BUNCE AND LANDHAM, Healey Bldg., Atlanta, Georgia 


Jackson W. Landham, M.D. 
Director X-Ray Dept. 
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Presexven MILK writ . 
vated: and for additional OF 
ConpENsED MILK °F 
NEW York, u. 8. 


A Safe Food for 


Summer Months 


Borden’s Eagle Brand offers 
a wholesome and nourishing 
diet for the breast-fed infant 
when the natural supply is 
no longer available. It sup- 
plies the sustaining and up- 
building food elements of 
pure milk and sugar in aform 
that is easily digested and 
readily assimilated. 


Eagle Brand is particularly 
suitable for use during the 
summer months. Manufac- 
tured under rigid sanitary 
regulations which insure 
freedom contami- 
nation, itis entirely free from 
the suspicion that so often 
attaches itself to milk pro- 
cured from an unverified 
source. 


Samples, analysis and litera- 
ture on request. 


THE BORDEN COMPANY 


Borden Building 
108 Hudson Street New York City 


Bordens 
EAGLE BRAND 


Whole Grains 
Steam Exploded 


Puffed Wheat and Puffed Rice 
are whole grains, steam exploded. 
Corn Puffs are pellets of hominy, 
puffed. 


Every food cell is blasted by in- 
ternal explosion. The grains are 
puffed to bubbles, eight times nor- 
mal size. 

Thus whole grains are made en- 


ticing. And no other process so 
fits grain foods to digest. 


Corn Puffs 


Puffed Wheat 
Puffed Rice 
Corn Puffs 


The Quaker Oats @mpany 


Sole Makers 
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ersonal 
Laboratory 
Service 


At a reasonable price 


| Wassermann test .................... $5.00 
Lange Gold sol......................... 5.00 
Tissue diagnosis 5.00 


Blood 
Chemical 
Analysis 


Routine— 

$2.00 
Urinamailyees 2.00 

2.00 


Dog heads for Negri bodies. 


Autogenous vaccines put up in sep- 
arate ampules. 


I CAN ONLY HOPE TO GROW 
BY EFFICIENT SERVICE 


DR. J. S. FLEMING 


Memphis, Tenn. 


Exchange Bldg. 


(Continued from page 38) 


the Texas State Medical Association; Dr. Holman Tay- 
lor, Secretary, and Dr. I. S. Kahn, San Antonio. Dr. C. 
M. Rosser acted as toastmaster. Short addresses were 
made by Dr. J. O, McReynolds, Dr. E. H. Cary, Dr. J. 
J. Simmons, Dr. R. lL. VanZandt, Fort Worth, and Dr. 
Gilcreest, Gainsville. There were 120 physicians in 
attendance. 

Dr. Gottlieb Werley and Dr. Bessie Lucretia Sweet, 
both of El Paso, were married July 3. 

A new Physicians and Surgeons’ Hospital for Fort 
Worth, to cost $150,000, is being promoted. Tentative 
plans have been made. 

The capital stock of the Paris Sanitarium, Paris, was 
increased from $75,000 to $200,000 at « recent annual 
meeting. The increased capital is for the purpose of 
making an extension to the building and other im- 
provements. 

Dr. J. D. Wright, formerly Federal physician for 
Dallas, has been appointed Federal physician for Fort 
Worth to succeed Dr. Trimble. 

A tuberculosis hospital for the exclusive use of the 
negroes is being urged at Corsicana. 

The Southwest Texas State Normal College, San 
Marcos, is to have its new hospital completed by the 
opening of the college this fall. 

The Commercial Hotel property, Deport, has been 
purchased by local interests and will be converted into 
a sanitarium. 

Dr. Charles W. Goddard, Austin, State Health Of- 
ficer, has been elected Physician in Chief to the Uni- 
versity of Texas. 

Dr. Dru MeMichin is the new Health Officer for 
Beaumont. 

Dr. Charles S. Gates, Austin, is to be physician for 
men at the University of Texas. 

The Bexar County Medical Library Association, San 
Antonio, with a capital stock of $10,000, has been 
incorporated by Drs. Frank Paschal, T. L. Moody and 
William A. King. 

Deaths 


Dr. O. S. Carlow, Alvarado, aged 51, died recently. 
Dr. Ellsworth S. Blythe, Allen, aged 61, died June 14. 
(Continued on page 42) 


THE STORM BINDER AND 
ABDOMINAL SUPPORTER 


Patented 


Adapted to 
the use of 
men, women 
and children 
for any pur- 
pose for 
which 
Abdominal 
Support is 
needed 

Ask for Descriptive Literature 


Our January business for 1920 has broken 
all records. Note our new address. Largely 
increased facilities will make it possible for 
us to fill mail orders in 24 hours after they 
are received. 

KATHERINE L. STORM, M.D., 
1701 Diamond Street 
Philadelphia 
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This knife is designed to eliminate the nui- 
sance and uncertainty of resharpening by 
means of renewable blades, which have the 
sharpest cutting edge attainable. 

A used blade can be instantly changed for a 
new one witha keen edge, at less than the cost 
of resharpening an ordinary scalpel. The sur- 
geon is thus assured of a knife of standard 
sharpness always ready for use. 


Blades in packages containing 6 of one size. Order by size number 


Handles, all sizes, each 
Blades, all sizes, per dozen 
No. 4 Handle Fits Cases, Leather, for 6 to 30 blades, 1 to 2 bandles_- 


No. 20, ang 22 Ask Your Dealer Fits Nos. 10 and 
BARD-PARKER CO., Inc., 37 East 28th Street, NEW YORK CITY 11 Blades 


Now, Brown— 


Why don’t you try it yourself?” 


The rating of the 
Alpine Sun Lamp 


THERAPEUTIC AID 


is well established. The most progressive men 
are using this lamp with satisfaction and profit. 
It meets a variety of indications. 


A booklet containing some of the evidence that 
has induced a favorable decision from compe- 
tent judges will be sent you on request. Write 
for booklet No. 30. 


HANOVIA CHEMICAL & MFG. COMPANY 


NEWARK, N. J. 
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A Business Talk 
With Physicians 


‘Men who suppress their feelings, but who feel 
The painful feelings they desire to heal; 
Patient in all their trials they sustain 

The starts of passion, the reproach of pain; 
With hearts affected, but with looks serene, 
Intent they wait through all the solemn scene, 
Glad if a hope should rise from Nature’s strife 
To aid their skill and save the lingering life; 

But this must virtue’s generous effort be, 

And spring from nobler motives than a fee.” 


True to the honor of the profession be it re- 
corded that the ethical submerges the practical, 
often to an extent distressing to the business 
mind. In ‘‘A Business Talk to Physicians” we 
endeavor to demonstrate a way that makes for a 
more satisfactory practice while preserving all 
salient standards of ethics. 

An actual experience with a young physician, 
taken from real life will possess strong elements 
of interest and value to all doctors. 


“ELECTRO THERAPY 
IN THE ABSTRACT” 


is a helpful work--ethically, practically, finan- 
cially. It is our wish and aim to place a copy 
on the desk of every physician and surgeon in 
the country. We send it without cost or obli- 


gation, on simple request on letter head. 


THOMPSON-PLASTER CO. 
LEESBURG, VA. 


(Continued from page 40) 
Dr. William E. Baker, Duncanville, aged 62, died 


May 29. 
; Dr. Edward T. Lawler, Amarillo, aged 42, died June 


29. 
Dr. Clayborn R. Carver, Eldorado, aged 63, died June 
8 from angina pectoris. 


VIRGINIA 

Dr. E. L. Flanagan, Health Officer for Fairfax 
County, has resigned to re-enter private practice at 
Richmond. 

Dr. Howard Urbach, Richmond, has been elected 
Physician of the Maccabees Lodge. 

The colored people of Richmond have launched a 
movement to erect a $150,000 hospital to be managed, 
equipped and operated by colored doctors, nurses, etc. 
It is proposed that this be a memorial to the colored 
men who served in the World War. 

Dr. D. L. Elder, Mayor-elect of Hopewell, has re- 
signed as Coroner, and Dr. J. N. Elder has been ap- 
pointed to fill the vacancy. 

Dr. Wm. L. Gannaway, Abington, has moved to 
Kingsport, Tenn. 

Dr. W.. J. Sturgis, Frankton, has contracted for the. 
erection of the Northampton and Accomac Hospital 
to be erected at Nassawadox, on the Eastern Shore of 
Virginia. It is to be four stories high and to cost 
$75,000 without furniture and fixtures. 

Dr. J. Grady Booe, Richmond, interne at Stuart Cir- 
cle Hospital, resigned July 1 to become Associate Phy- 
sician at Galen Hospital, Bridgeport, Conn. 
ms L, E. Stubbs, Gloucester, has moved to Newport 

ews. 

Dr. Simon H. Rosenthal, Lynchburg, and Miss Bettye 
Greenberg, Danville, were married June 6. 

Dr. Edgar W, Young, McKenney, has moved to Pe- 
tersburg. 

Dr. E. R. Miller, Harrisonburg, has been elected 
ae gga of the Virginia State Sunday School Asso- 
ciation. 

St. Philip’s Hospital, for colored people, owned and 
operated by the Medical College of Virginia, will open 


(Continued on page 44) 


PATHOLOGICAL DEPARTMENT 


OF THE 


SOUTH HIGHLANDS INFIRMARY 


AND 


ST. VINCENT’S HOSPITAL 


BIRMINGHAM, ALA. 


Pathological, Bacteriological, Serological and 
Chemical Examinations 


WALTER C. JONES, A. M., M.D., Director 
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= Is always clean, safe and reliable and protects your infant 

= patients against the uncertainty and risks attending the 

= summer milk supply which bears such close relation to 

= Sis tieeiee infant mortality at all times. 

2 X-RAY 

sulphate Avoid Imitations 

= Write for 

= Literature 

| Samples prepaid upon request 

= HORLICK’S MALTED MILK CO. 
= RACINE, WIS. 
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THE ORIGINAL 


Baby Swallowed 
a Nickel:— 


Now Ask Doctor to 
“Cough Up” $5,000 


Dear Sir: 

I have been retained by Mvr................. to bring 
proceedings for malpractice for the death of 
their baby, who died on May 10th, 1919, as a 
result of an operation performed by you. 

Before starting this proceeding, if you desire 
to make any adjustment of the matter of settie- 
ment of it, kindly call and see me. I remain, 

Yours very truly, 


FOR MEDICAL PROTECTIVE SERVICE 
GET A 
MEDICAL PROTECTIVE CONTRACT 


The Medical Protective Company 


FORT WAYNE, INDIANA 
Professional Protection Exclusively 


Medication for 
Hypodermic Treatment 


Sterile, Accurate, Efficient. In Hypule Form 


Sodium Cacodylate, Mercury Biniodide, 
Mercury Salicylate, Iron Citrate, Iron 
Citrate and Sodium Arsenate, Emetine 
Hydrochloride, Fisher’s Solution (con- 
centrated), Gray Oil, Novocain and 80 
other formulae. 


These hypules not only insure 
) full potency and exact dosage of 


<<” they afford the physician an ascep- & 
Heisters’ tic and readily assimilated solu- Heisters 

tion or suspension. For treatment Hypeles 
in serious and malignant diseases, hypodermic 
medication is far superior to the indirect 
methods of absorption through the alimentary 
tract. The use of HEISTER’S HYPULES 
places this form of medication on a scientific 
basis, relieving the practitioner of all anxiety 
as to the quantity or character of the hypoder- 
mic injection which he administers. 


From the Laboratory of 


LOUIS HEISTER 


Manufacturers of Physician’s Pharmaceutical 
Specialties in Hypule Form 


List on Application CINCINNATI, OHIO, U. S. A. 
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Dr. George B. Adams 


SAYS: 


“Give your patient the benefit of 
the doubt and have laboratory tests 


made.” 


Complement Fixation Tests for: 


Syphilis 


Gonorrhea 


Tuberculosis 


Lange’s Colloidal Gold Reaction 


Tissue examination by Frozen Section 
and Paraffin Embedding Methods 


Animal brains examined for Rabies 


Pasteur treatment by mail 


Bacteria responsible for 


identified 


infection 


Autogenous Vaccines prepared 


Blood chemical analyses 


All routine laboratory work done 


Containers for mailing specimens 
furnished on request 


Dr. GEORGE B. ADAMS 
Clinical Laboratory 
707 Maison Blanche Annex 
New Orleans 


(Continued from page 42) 
Colored women will be given nursing 


in September. 
in the hospital. 
Dr. J. A. Riffe, Clifton Forge, has moved to Coving- 


ton, 
Dr. Bernard Hewitt Kyle and Miss Putnam Watkins, 
6 


both of Lynchburg, were married June 16. 

Dr. Richard W. Vaughan and Miss Marguerite Stoltz, 
both of Richmond, were married June 19. 

Dr. William S. Wiley and Miss Susan Elizabeth 
Brown, both of Bristol, were married June 24. 

Dr. Charles E. Llewellyn, Richmond, and Miss Pearl 
Ann Shield, Hampton, were married June 12. 

Dr. Zack P. Mitchell, Colerain, and Miss Ella Whit- 
lock Taliaferro, Richmond, were married June 9. 

Dr. Henry W. Decker, Lahore, and Miss Florence 
Fraser Boston, Warrentcn, were married June 15, 
They will leave in September for Shanghai, China, 
where Dr. Decker goes as a medical missionary. 

A campaign is on in Bristol to raise $15,000 for a 
modern hospital for colored people. 

The first annual report of Dr. E. C. Levy, Director 
of Public Welfare for Richmond, shows health and san- 
itary conditions much improved. 

The Jewish people of Norfolk, Portsmouth, Berkley 
and Newport News have organized a campaign for 
$200,000 for a Jewish hospital to be located in Norfolk. 

Deaths . 

Dr. George E. Meredith, Lanesville, aged 56, died 

June 9 following a stroke of paralysis. 
(Continued on page 46) 


CLASSIFIED ADVERTISEMENTS 


APPLICATIONS are desired from physicians 
for position as doctor aboard steamship. Salary 
and fees and agreeable position. Users of alco- 
hol and narcotics need not apply. Give age, col- 
lege and date of graduation. Any state license 
sufficient. Address N. R. O., care JOURNAL. 


FOR SALE—One $250 Max Wocher hospital 
sterilizer; twelve steel bedside tables, white en- 
ameled; one large and one small instrument ta- 
ble. All used about one month and as good as 
new. Will sell at 25 % discount f. o. b. Lakeland, 
Fla. Wire or write Piedmont Hospital, Lakeland, 


Fla. 


WANTED—Field Director Rural Sanitation in 
Southern state. Salary, $2,700 to $3,600 with 
$800 expense allowance. Address C. C., care 
JOURNAL. 


LOCATION WANTED—In city of 5,000 or 
more people, with all modern improvements, and 
where the people are friendly and agreeable and 
where competition is light. Am willing to pay 
cash, a reasonable amount for a practice, if it will 
stand investigation by competent physician, 39 
years old, in perfect health, married, who has seen 
service in A. E. F. and had charge of a training 
hospital in South America. Can furnish reference 
as to qualifications. Can come on short notice. 
Address L. E. H., care JOURNAL. 


INTERNES WANTED-—St. Joseph’s Hospital 
(a three-hundred bed general hospital) needs two 
more internes, and would be glad to consider ap- 
plications. Recent graduates preferred; state 
school graduated from and year of graduation. 
Compensation, board and lodging, and instruc- 
tion. Term of service, one year. Apply to Dr. O. 
S. McCown, Bank of Commerce & Trust Building, 


Memphis, Tenn., President of Staff. 
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ANTI RABIC VIRUS---Full Course Treatment - - - - $25.00 


As improved and made under the personal supervision of Dr. D. L. Harris. (U. S. 
Government License No. 66.) YOU GIVE THE TREATMENT YOURSELF. Sole 
Distributors. Telegraph orders given prompt attention. Write for Booklet. 


WASSERMANN TEST - - - $5.00 


We do the classical test. Any of the various modifications will be made upon 
request, without additional charge. 
Sterile containers, with needle, gratis upon request. 


EXAMINATION OF PATHOLOGICAL TISSUE - - - $5.00 


Accurate histological descriptions and diagnoses of tissues removed at operation 
should be part of the clinical record of all patients. 


Sterile containers for the collection of all specimens sent gratis upon request. 
Routine laboratory examinations made at reasonable prices. Send for fee list. 


National Pathological Laboratories, Inc. 


CHICAGO ST. LOUIS NEW YORK BROOKLYN . 
5 South Wabash Avenue University Club Bldg. 18 East 41st Street Chamber of Commerce Building 
DETROIT: Smith Building 


: 


RENT THIS NINE MONTHS 
THENITS 


NOE 

Easy Rental Purchase Plan Standard Of 
By our easy rental purchase plan, after a first ee There is only one standard of the world—reli- 
i i able—dependable—accurate—and that is the 
TYCOS, which has been adopted and is used by all 


to you for nine months at $2.50 a month, at the end J 8 4 
of which time it is your absolute property. Youpay f insurance companies, the United States Govern- 
only the cash: price—with no interest and no extras ment and medical authorities. 


have | Leather Case and Booklet Free 
Nine Full Months To Pay m/l? With each TYCOS we give you free a handsome 


ane , morocco leather case and a 44-page instruction book- 
Just dignified credit. No red [eo embarassing * let, which tells exactly how to use it. The TYCOS 
questions. You take norisk. We absolutely guar- ‘gh registers both systolic and diastolic pressures. 
antee this genuine Dr. Rogers’ New 1919 Model Modern, scientific diagnosis demands the aid of an ac- 
TYCOS and itis also fully guaranteed by the makers. curate instrument for determining blood pressure. 


Dr. Rogers’ Genuine 1920 Model 
Self-verifying Sphygmomanometer 


Cash Price Everywhere $25 Ten Days Free Trial 
of only $2.50 and allow you ten days free trial. If then you wish to keep it, Try it thoroughly for ten days. Give it every test you can. If youare willing 
“Aloe Easy Rental RY. ROVE 


it is yours. on a 
cannot easy terms except by the Purchase TODAY. Doit NOW. Let it 
Plan. to own that you'll never miss the 


A. S. ALOE COMPANY, 561 Olive Street, ST. LOUIS, MO. 


it’s usefulness to you. It is so easy 
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Southern 


Practitioners 


will find our laboratories well situ- 
ated to handle their problems. 


DEPENDABLE SERVICE 
is our watchword. 


HECHT-GRADWOHL TEST 
performed on every blovud submit- 
ted, with Wassermann .. .........$5.00 


OUR PASTEUR ANTIRABIC VIRUS 
IS WELL KNOWN TO YOU. 


BLOOD CHEMICAL ANALYSES 
Non Protein Nitrogen, Uric Acid, 
Urea, Creatinine, Sugar, Chlorides. 


VACCINES 


GONORRHEAL COMPLEMENT 
FIXATION Blood Test. All other 
aids. 


Write for FREE CONTAINERS. 
PRICE LIST, LITERATURE. Doc- 
tor’s Laboratory Manual. 


Use the Nearest Laboratory 


The Gradwohl Laboratories 


ST. LOUIS, MO.: 928 No. Grand Ave. 
PADUCAH, KY.: Guthrie Bldg. 
CHICAGO, ILL.: 7 W. Madison St. 
BLOOMINGTON, ILL.: Eddy Bldg. 


(Continued from page 44) 
Dr. Benj. I. Berman, Norfolk, aged 46, died June 16 
as a result of injuries sustained when he was struck 


by a motorcycle. 
Dr. G, A .Boone, Troutville, aged 70, died July 9. 


WEST VIRGINIA 
Dr. L. V. Guthrie, Superintendent Huntington State 
Hospital, was made Chairman, Mrs. Woodson T. Wil- 
lis, Charleston, Vice-Chairman, and Mr, L. H. Putnam, 
State Board of Children’s Guardians, Exec utive Sec- 
retary, of the State Committee of Mental Hygiene at a 
conference held in Charleston June 17. Dr. V. V. An- 
derson, Medical Director of the National Committee 
for Mental Hygiene, was present at the conference. 
A survey of the feeble-minded in West Virginia is to 
be made. 
Dr. Marshall Moore, Ingram Branch, and Miss Mar- 
garet Owens, Ceredo, were married in June. 
Dr. I. V. Peters, Mayberry, and Miss Lillian Davis, 
Huntington, were married June 16. 
Dr. John M. Emmett, Huntington, and Miss Annie 
Cleveland Cone, Richmond, Va., were married June 16. 
Deaths 
Dr. Preston Boggs, Franklin, aged 52, died June 19. 
Ww illiam A. Bart nes, M: irtinsburg, died in May. 


Dr. 


LAURENCE EVERHART 


Dealer in 
SURGICAL INSTRUMENTS & SUPPLIES, 
Hurt Bldg. Lobby, Atlanta, Ga. 


A dependable store for the doctor, having 
the best of everything and at the right 
price. Try me once. 

Special: Test Right Urinometer, $1.75. 
(Made like the Hydrometer for testing 
automobile batteries). Others ask $3.00. 


“A weekly post-graduate course for the busy 
practicing physician.” For 54 years has re- 


ported all that is best in medicine, surgery, 
and tke specialties throughout the world. Weekly, $5 per 


vear. Sample free. 
WILLIAM WOOD & CO., 51 Fifth Avenue, New York. 


Distributors to the Medical Pveiaten 


Neosalvarsan 


METZ 


Dosage 1, 0.15 gram, $0.75 per ampule 
5, 0. 3 1.00 
045 


7: 
vi, 0.9 2.00 
10%, Discount on Ten Tubes or More 


THE PRESCRIPTION SHOP 


JOLIET, ILL. 
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In Prescribing Walking 


for patients who urgently need exercise, many a 
physician has learned the desirability of ordering 


O’Sullivan’s Heels 


at the same time. The relief of repeated jarring and the 
resulting reduction of fatigue usually enable the patient 
to take long walks with an ease and pleasure, never 
known before. 


Thus O’Sullivan’s Heels often help to assure 
maximum benefits from walking and the out-door life. 


O’SULLIVAN RUBBER CO., Inc., New York City 


THE TELESCOPE BRACKET 


RANGE OF ADJUSTMENT, CONVENIENCE, DURABILITY 


Unlimited movement up 
down or laterally, flat 
against wall when not in use. 
Te'escopes 13 to 24 inches. 
Guaranteed not to get loose 
or “wabbly.” Lasts a life- 
time. Send for circular. 


{ 


520 Fifth Ave., New York 


Blood Examinations 


for estimation of hemoglobin in any speeimen are quickly 
and accurately made with the new Dare Hemoglobinometer. 
No dilutions. No confusion of color readings. No chance for 


error. A practicable equipment for the office and laboratory. 
Supplied either for candle or electrical illumination. 

Candle Illumination $30.00 
Candle’ and Electrical Illumination 40.0 

Extra Pipets, per set 1.6 


Write for booklet picturing and describing this equipment, 
the use of which makes for certainty in diagnosis. 
Carried in stock by all large supply houses. 


4 Manufacturers of 
Rieker Instrument Company Scientific Instruments 
Dept. A 


1919-1921 Fairmount Avenue 
PHILADELPHIA, PA., U. S. A. 
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HIGH POWER 


| Electric Centrifuges 


Send for Cat. Cn 


INTERNATIONAL EQUIPMENT CO. 
253 WESTERN AVE. BOSTON, MASS 


DOCTOR: Write or Wire 


Ambulatory Pnuematic Splint Mfg. Co. 


ATLAS BLOCK, CHICAGO 
RESULTS 
RACTURES 
Hip, Thigh or Leg Set. Splints Rented 
Ready to Apply. Your Treatment of / 
Patients, In or Out of Bed, Secures Good r 
Bone Union, Comfort, Strength and 


Health in the Least Time with the Ambu-, 
latory Pneumatic Splint. 


1000 PRESCRIPTION BLANKS $2.50 
(Linen finish bond, 100 in pad) 
pecify and our m- 1000 Prof onal 1 : 
bumatic’’ Washable Ab- 1000 
dominal Supporters. 1000 Drug Envelopes. .....................0.4.. 


Adjustable for uplift or 1000 Statements 
to any of 1000 “‘Actual” Typewritten Letters. 


abdomen. Once used al- Prices include parcel post charges 
ways prescribed. A few samples free 
Send for Order Blanks, A. H. KRAUS 
Sample Materials, Litera- 407-409 Chestnut St. Milwaukee, Wis. 


ture, Prices, etc. 


Violet Ray High 


Price, with one F requency 
general applicator 
$30.00 Gere Generator 


TYPE D 
Here, Doctor—Violet Ray outfit of real merit. Thousands of them are being used daily by suc- 
cessful physicians throughout this and other countries. Especially indicated in the treatment 
of rheumatism, neuritis, skin diseases, lumbago and kindred conditions. 
Order me today, doctor 


THE SOUTHERN COIL ELECTRIC, COMPANY 


Corner Capitol and Fannin Streets HOUSTON, TEXAS 


O L E N ABDOMINAL SUPPORTERS 


(PATENTED) 


FOR MEN, WOMEN AND CHILDREN 


We have a supporter for every 
purpose — Obesity, Hernias, Post- 
Operative, Ptosis, Sacro - Iliac, 
Pregnancy, etc. 


Catalog on request. 


BOLEN MFG. CO. 


Maternity and Hospital Binder 
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BIOLOGICALS 


KEPT UNDER THE MOST 
IDEAL CONDITIONS 


We run a complete refrigeration plant with 
day and night service. 


We stock only the recognized standard lines 
MULFORD’S PARKE-DAVIS 
LEDERLE’S 


VAN ANTWERP’S DRUG CORPORATION 
Mobile, Alabama 
Order of us---We Market Only Reliable Products 


VAN ANTWERP BUILDING 


“SAPRE AUEDE” ||} NOTICE 


To dare to know is to learn the secret of SHERMA N’S V A ( CINE 5 
Acriflavine GH 


ARE NOW SUPPLIED IN A NEW 10 MIL. 
Proflavine GH (C. C.) CONTAINER 


This package has many superior features which 


Hl 


assure asepsis, prevent leakage and facilitate 
represent something different in the treatment the removal of contents. It is constructed on 
of suppurating wounds, and prevent septic in- the well known Sherman principle. 

fection, and for the treatment of acute -or The vial is amply strong which prevents break- 
chronic urethritis age so frequent with shell vials. 

i We are exclusive and pioneer producers of Bac- 
They act potently in of blood terial Vaccines. Originators of the asceptie Dulk 
serum. They are highly diffusible and do not package. Pioneer in elucidation, experimeénta- 
precipitate albumin. They can be_ applied tion and clinical demonstration. 

locally, injected intramuscularly or intraven- The largest producers of 

ously. They are far less toxic than foreign Stock and Autogenous 

made products heretofore supplied. Bacterial Vaccines. 


Acriflavine GH and Proflavine GH are used and 


recommended by leading Physicians and Surg- MANUFACTURER , 
eons in America, and are dispensed at the larg- BACTERIAL VACCINES 


est Hospitals and Clinics. 


NA‘D. 
Order through nearest druggist, or direct. pM» 
Literature and price list on request C 4 
e 


Heyl Laboratories, Inc. 


437 Baretto St. New York City 


“Sherman’s Vaccines are dependable Antigens.” 
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“KELENE” 


PURE CHLORIDE OF ETHYL 
FOR LOCAL AND GENERAL 
ANAESTHESIA 
MANUFACTURERS: 

FRIES BROS. 

92 READST. NEW YORK 
SOLE DISTRIBUTORS FOR THE UNITED STATES 


MERCK & CO. 
NEW YORK RAHWAY, N. J. ST LOUIS 


Literature Sent Upon Request 


Low Alveolar CO 2 Tension 
Low Alkali Reserve 
High Hydrogen-ion Acidity of Blood 


High Hydrogen-ion Acidity of Urine 
Acetone Bodies in the Urine 
Air Hunger 
CALL for ALKALI 
Supply this need and fortify 
: your other medication by 
Kalak Water Company prescribing KALAK WATER 
23 City Hall Place, New York for your patient. 
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For The Progressive Physician Seeking Improved Clinical Results 


These sterile stable solutions, intended for intravenous injection exclusively, are contained in hermet- 
ically sealed non-soluble glass ampoules. 


Volume and Contents Indications 


See Iron Cacodylate, 64 mg. (1 The most positive and prompt method 
IRON AND ARSENIC grain). of raising blood count and hemo- 
globin contents. Anemias, Malaria, 
Pellagra, Psoriasis, Neurasthenia, 
Syphilis, Skin Diseases, Tuberculo- 
sis, Chlorosis, Pericarditis, 


5ee Sodium  Dimethylarsenate Syphilis, Tropical Fevers. 
ARSENIC AND MERCURY (Cacodylate) U.S.P., 2 gms. (31 
grains) Mercury Todide U.S.P. 
5 mg. (1/12 grain). Also in 1.5 
gm. and .7 gm. doses. 


20cc Sodium Iodide U. S. P. 2 gms. Asthma, Chronic Arthritis, Syphilis, 
SODIUM IODIDE (31 grains). Nephritis, ‘Tuberculosis, Glandular 
involvements, Pneumonia. 


20ec Sodium Salicylate U.S.P._ 1  Grippe, Influenza, Acute and sub-acute 
SALICYLATE AND IODIDE Iodide U. Streptococci infections. 


Tonsilitis, all Streptococci infections, 


5cee Mercury Bichloride, 16 mgs. Syphilis, Erysipelas, Influenza, Gon- 
MERCURY BICHLORIDE (1/4 grain). orrheal Rheumatism. 


MERCURY OXYCYANIDE 1/4 Brain. Oxycyanide, 8 mgs. Syphilis, etc. 


Quinine Dihydrochloride U.S.P. Malaria, ete. 


QUINI 5 gms. (7 1/2 grains). 


DIHYDROCHLORIDE 
U.S.P. Urotropin Pyelitis, Cystitis, Colon infections, 


HEXAMFTHYLENAMINE ag ea ary (24 grains). Toxemias of Tuberculosis, Pelvic in- 
i fections, Pneumonia, Meningitis, etc. 


TECHNIC: Do not dilute this solution. Break ampoule, draw into all-glass syringe and attach a 23 
to 25 gauge needle. Use tourniquet or have patient grasp the arm with his free hand until the veins at 
the bend of the elbow stand out prominently; run the needle into the vein quickly. Blood usually 
comes back into syringe back of needle or can be drawn back to be certain that needle is in the vein; 
release pressure, then inject slowly. 

Send for complete list of Intravenous Solutions, Reprints and Clinical data. 


NEW YORK INTRAVENOUS LABORATORY 


100 West 21st St. New York City 
Producing ethical solutions for the Medical Profession exclusively. 


LOESERS =INTRAVENOUS SOLUTIONS 
||| | \| | | 
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AS introducers of Cascara 
Sagrada to the medical pro- 
fession, as students of the thera- 
peutics of the drug for many years, 
as inventors of new processes in 
Cascara manufacture, as creators 
of a world-wide demand for Cas- 
cara products, we are justly entitled 
to the designation of ‘‘The Cas- 


cara House.’’ 


The medicinal value of Cascara 
Sagrada was unrecognized unti 
we introduced the drug to physi. 
cians in 1877. At that time our 
research work was devoted to the 
vegetable materia medica.  Syn- 
thetic chemistry and biological 


therapy were practically unknown. 


Cascara was one of the im- 
portant discoveries made during 
this period. For years, with the 
aid of men eminent in_ botany, 
chemistry, pharmacology and thera- 
peutics, we labored to establish the 


position of Cascara Sagrada as a 


The Cascara House 


medicinal agent, and among other 
things we directed it to the atten- 
tion of the British Medical Asso> 
ciation at a meeting held in Cork, 
Ireland, in 1879. . 


That our original estimate of 
the drug was not exaggerated has 
been proved by subsequent history. 
Cascara Sagrada has maintained 
its reputation as a tonic laxative, 
and it has come to be recognized 
by the Pharmacopeeias of all civil- 


ized nations. 


We were not only pioneers in 
the introduction of Cascara, but 
throughout all the years which 
have since intervened have 
devoted time and money and ex- 
perimentation to the improvement 
of Cascara preparations. We have 
studied the subject exhaustively. 
The fruit of this long investigation 
is now to be seen in a line of 
products that are the acknowledged 


leaders in their field. 


Parke, Davis Company 
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